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Time was when the surgeon, without prefix 
or suffix, was a specialist. With the growth 
of discriminating diagnostic methods, includ- 
ing the invention and use of instruments of 
precision (which sometimes prove to be in- 
struments of confusion), subdivisions of the 
surgical art have come fibout through exclu- 
sive attention paid to separate portions of 
the human body by intensively trained indi- 
viduals. Undoubtedly these conditions have 
inured to the benefit of the profession and 
of the patients. It stands to reason that 
those who devote their full time to the study 
and practice of our so-called surgical spe- 
cialties have opportunities of becoming more 
skilful and proficient in the management of 
certain diseases lying within their particular 
fields of work. The advance of knowledge, 
stimulated by experimentation and research, 
has been so rapid and so exhaustive that no 
one is able to encompass the entire gamut 
or to be accomplished in all the different 
spheres of surgery. 

Nevertheless there may be a tendency to 
a narrowing of view, if the specialties are 
pursued to the point of minimizing surgical 
principles and omitting the proper period 
spent in preparation both for the science 
and the art of surgery. The ever-extending 
regions in which surgery may be applied 
offer no justification for entrance by those 
who are not qualified surgeons before they 
essay to specialize. 

It is true that a course of training in 
diagnostic procedures, preliminary investi- 
gation and operative assistance in such spe- 
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cialties confers specific experience and fa- 
miliarity. These qualifications are essential. 
Too often, however, those who receive this 
instruction have not had, and do not later 
acquire, proper training in surgery. Some 
who call themselves specialists and who, in 
the present order, are accepted upon their 
investigative and manipulative ability, find 
themselves handicapped in operative experi- 
ence. The obvious lesson is that surgery is 
surgery, no matter in what part of the body 
it may be demanded, and that to pigeon-hole 
it does not permit disregard of its principles 
and practice. 

The subdivision of surgery into its several 
specialties has limited the scope of the gen- 
eral surgeon. By one encroachment after 
another he has been deprived of his privilege 
to treat diseases of organs and _ regions, 
formerly his province, until his circuit is 
now restricted to a few ailments which the 
surgical specialist does not find to his liking 
or which for good reason he does not venture 
to treat. Let us survey these encroachments, 
examine their tendencies and determine the 
effect of their further progress. 


The Neurosurgeon 


Proceeding from top to bottom, the neuro- 
surgeon heads the list. Primarily he was 
referred to as the brain surgeon; but that 
was before he took over the spinal cord and 
the peripheral nerves, and began to sever 
various branches of the sympathetic system. 
If he is not watched, will he eventually as- 
sume proprietorship over the tendons? Some 
of us devoutly hope so. Without question he 
is a necessary surgical specialist, since his 
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precinct is a sacred area not to be invaded 
by a tyro, and grateful we are that in most 
instances he has served an apprenticeship in 
general surgery. If he is his own neurologist, 
as were Victor Horsley and Harvey Cushing, 
so much the better; or if he can depend on 
a capable neuropathologist, as did Frazier 
upon Spiller, the results will be as happy. 
Our compliments are due the real surgeon 
who carries on in this highly alluring and 
increasingly attractive branch of the art. 


The Thoracic Surgeon 


Those who limit themselves to surgery of 
the chest must needs include all its contents 
—the lungs and their appendages, the eso- 
phagus, the heart, the great blood-vessels, 
and mediastinal tumors. It may be question- 
able whether or not intrathoracic goiter be- 
longs in this category. For practical pur- 
poses, the thoracic surgeon has confined his 
attention largely to operations on the lungs, 
and this is the field in which his services are 
chiefly needed. Within comparatively recent 
years he has simplified the technique of in- 
vasion of the chest and widened the indica- 
tions for its use. He deserves great credit 
for the surgical treatment of pulmonary 
tuberculosis and the successful removal of 
growths of the lung. 

But can it be that he really believes that 
no one except a thoracic surgeon should 
operate on a patient with empyema of the 
thorax or even tap a pleural effusion? It is 
just to say that the “chest” surgeon has but 
recently evolved, and that he still regards 
himself as a general surgeon who apportions 
his extra skill to the thoracic cavity. 

Before passing on to the other subdivisions 
it should be noted that the two specialists 
just considered still retain the title of 
surgeon, preceded by the name of the region 
denoting their special fields. Those that fol- 
low are known ordinarily by terms which 
do not imply a surgical) designation. 


The Gynecologist 


Here we come to no parting of the ways; 
for the original gynecologists (even before 
the name was invented) were surgeons, who 
first intruded upon the lower female ab- 
domen. From Ephraim McDowell, the earliest 
ovariotomist, through Marion Sims, the 
father of Gynecology, on down to Battey, 
Emmet, Thomas, Nott, Penrose and many 
others, we observe that the leaders in this 
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specialty were, or had been, general surgeons. 
None of them regarded himself as an obstet- 
rician. Sims was one of the first to operate 
on the gallbladder, and he successfully per- 
formed amputations, excisions and plastic 
operations, including those for hare-lip and 
cleft palate. 

Leaving out the common pathologic 
growths which may affect the female pelvic 
organs, there are three essential sources of 
gynecologic disease: deformity, congenital or 
acquired; injury, largely resulting from 
childbirth; and infection, usually due _ to 
venereal disease and obstetrical sepsis. All 
of these are remediable only by surgical 
means. A deformity must be corrected, an 
injury repaired, and an infection removed. 
How else may these ends be obtained but by 
surgery ? 

If the gynecologist strays above the ileo- 
pectineal line (even in men) and snatches an 
offending appendix vermiformis, it may be 
only an effort to exhibit his surgical en- 
thusiasm. There are gynecologists who, 
thinking possibly in terms of the old-time 
“diseases of women’, consider the female 
breast as belonging in their bailiwick. 
Neither of these wanderings isgbeside the 
mark, if one who attempts them as a part 
of his own specialty is versed in the practice 
of surgery. 

The as yet little understood subject of 
endocrinology requires no particular surgical 
propensity, and it does not appear that the 
ductless glands are solely in the domain of 
the gynecologist. Rather may endocrinology 
be regarded in the light of its original defi- 
nition, “the science dealing with the internal 
secretions and their physiological and patho- 
logical relations.”” Does not this definition 
relegate the subject to the realm of medicine 
as a whole? ‘Many gynecologists justify their 
adherence to endocrinology on the ground 
that the practitioners of internal medicine 
are neglectful of, and insufficiently versed in, 
the matter, especially in women. If, per- 
chance, the internist had an equal option. on 
the female population, he, too, might become 
a learned endocrinologist. Here is a re- 
minder: men also have glands. 

By and large, gynecologists of the present 
day consider themselves first as obstetricians, 
as signified by the abbreviated title, “ObG”, 
after their names in the roster of specialists. 
Such a designation affords them an abundant 
opportunity of repairing their own obstetric 
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damage by surgical means. But the practice 
of obstetrics is improving, and the more 
efficient midwifery becomes, the less is the 
need for repairs. In order, therefore, to 
manage all phases of pelvic disease, the gyn- 
ecologist must be an accomplished surgeon. 
It is well to remember that, outside the 
physiology and pathology of pregnancy, 
grouped under the term prenatal care, all 
other obstetric procedures are surgical in 
character. 


The Urologist 


This foreshortened title was formed for 
the purpose of including a multitude of 
specialists within a specialty. In its deriva- 
tion a syllable has been omitted. The proper 
version should have been “urinologist’’, or, 
better, “uronologist” from the Greek word, 
“ouron” meaning urine; for one of the better 
medical dictionaries defines urology as fol- 
lows: “The branch of medical science which 
has to do with the urine and its modifica- 
tions in disease.”’ Our largest urological or- 
ganization takes in all those who practice 
this specialty, whether they be surgeons, 
diagnosticians, cystoscopists, or researchists. 
Many of its members are not surgeons, and, 
either by choice or necessity, perform no 
surgical operations whatever. Its constitu- 
tion requires that its membership “shall be 
composed of physicians and surgeons, or 
other scientists who have contributed to the 
practice of this branch of medical science.”’ 
There are now 1,193 members. 

Yet the urologist generally considers him- 
self a surgeon. He has pre-empted the blad- 
der and the kidney and in addition is doing 
circumcisions, resecting the prostate gland, 
removing the testicle, amputating the penis 
and otherwise operating upon the reproduc- 
tive organs, not to speak of his career as a 
syphilologist and a Neisserianist. He can 
qualify as a urologist if he is versed in the 
use of the cystoscope, whereby he may ob- 
serve the interior of the bladder and per- 
form the usual tests for kidney function, 
whether or not he actually executes any of 
the more formidable procedures in his spe- 
cialty. It is no depreciation of his diagnostic 
skill or manipulative ability to deprive him 
of his operative career. Nor is it contended 
that facility in diagnostic methods unfits him 
for more extensive service, provided only 
that he has the talent and gains his needed 
experience from surgica] training. 


THE SURGICAL SPECIALTIES—ROYSTER 541 


The original designation for one who 
practiced this specialty was genito-urinary 
surgeon. An association bearing this title, 
now in its fifty-sixth year, is one of our 
oldest and most exclusive professional or- 
ganizations, limiting its fellowship of active 
members (under 60 years of age) to seventy- 
five. Altogether there are ninety-seven mem- 
bers at the present time. Established by gen- 
eral surgeons—or just surgeons—this asso- 
ciation adopted, and has continued to be 
known by, a name which is all-inclusive, in- 
dicating a genuine surgical specialty and em- 
bracing whatever may be contained in the 
subject of urology. It would not be expedient 
or polite for us to set the line of demarcation 
or draw too fine a distinction between titles. 
The most striking anomaly exhibited by the 
members of these two organizations is that 
they treat both the genital and the urinary 
organs in the male, but only the urinary 
organs in the female. If they were too con- 
sistent, they might develop into gynecolo- 
gists. 


The Orthopedist 


Far afield from its pristine conception of 
“straightening children” orthopedics long 
since has come to mean not only correction 
of deformities at any age, but also the treat- 
ment of acute and chronic diseases of the 
bones and joints, as well as that of all frac- 
tures and dislocations. 

The orthopedist of the new generation 
prefers to be called a bone and joint surgeon. 
Welcome he is to this appellation, if he can 
live up to it. His consecration to the hard 
parts gives him assurance in handling the 
soft parts, as witness his attention to frac- 
tures of the skull, which are dangerous only 
so far as they involve the brain, and his 
predilection toward plastic surgery, including 
skin-grafting — exclusive conditions of the 
yielding tissues. Knowledge of osseous path- 
ology surely must be shared with the so- 
called general surgeon, albeit the orthopedist 
feels free to indulge in amputations. Here 
restoration gives way to mutilation. 

Happily our orthopedic colleagues have be- 
come acutely aware of their former status 
as plaster of paris specialists, and are taking 
their befitting places as true surgeons, carry- 
ing on in a realm suited to their instincts. 
That is a consummation devoutly to be 
wished. 

The following questions naturally arise: 
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Does this widened opportunity give them 
their prevailing proclivity to fix all movable 
joints and to mobilize all fixed joints? And 
do they purposely fasten tightly, for long 
periods, the ends of al] broken bones, often 
securing a perfect anatomical reduction, with 
too little regard for functional results? Is it 
always necessary to place plaster casts com- 
pletely around a limb, instead of using a 
trough now and then? Is it always necessary 
to stabilize the neighboring joints both above 
and below a fracture? Is it always necessary 
to employ a cast for a Colles’s fracture, and 
to keep it in position for several weeks? 
Without assuming that these methods repre- 
sent the routine practice of every orthopedist, 
it may be remarked that the only possible 
reason for their existence is that prolonged 
fixation, besides affording occasion for tech- 
nical artistry, furnishes occupation for the 
physical therapist to undo the damage pro- 
duced by a slavish fidelity to overzeal- 
ous mechanics. To prove the writer’s respect 
for the real orthopedic surgeon it will be 
sufficient to repeat a remark he made when 
he attended an operative clinic by Sir Robert 
Jones in Liverpool, twenty-nine years ago. 
As this superb surgeon performed his oper- 
ations with skill, speed and agility, going 
directly to the lesions, cutting here and 
manipulating there, finally adjusting his mal- 
leable metallic splints, with not a dab of 
plaster, the observer could not refrain from 
thinking and thus expressing himself, ‘“Al- 
most thou persuadest me to be an ortho- 
pedist.”’ 


The Ophthalmologist and the- 
Otorhinolaryngologist 


The ophthalmologist and the otorhino- 
laryngologist should be mentioned in any 
consideration of the surgical specialties. 
Much could be said of their qualifications 
and restrictions; for they represent a deli- 
cate finesse of the surgical art, and no one 
should enter these portals without a well- 
earned afflatus for the intricacies they afford. 
Even if we are wont to call them “peep-hole” 
surgeons, nevertheless they possess accurate 
intruments to do their peeping, and surgical 
training is the key-note of their calling. 


Other Surgical Specialists 


A recent and important department of 
surgery is embodied in the industrial sur- 
geon, or, more specifically, he who specializes 
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in traumatic surgery. Justly this branch of 
our art is coming into its own and occupy- 
ing an expanding field. Any name for it is 
satisfactory. What cannot be endured are 
the expressions, “‘traumatic wounds”, “trau- 
matic injuries” etc., for the word trauma 
means a wound or an injury, and the above 
titles, which constantly creep into the litera- 
ture, constitute the veriest tautology. The 
plastic surgeon, as his distinction intimates, 
must be supple and pliant, economical of 
tissue, conservative in design. His art might 
well be called “‘patient surgery”; for the vir- 
tues of that adjective are sorely needed both 
on his own part and on that of his patients. 
Of the proctologist suffice it to say that, but 
for his pile-driving tactics, his dominion is 
the most contracting of all the surgical 
specialties, unless his ambition leads him 
above the sigmoid flexure. 

If there are any other subdivisions which 
have been omitted, their names will be grate- 
fully received. Those who have further sug- 
gestions to make, or believe there are other 
worlds to conquer, might be admonished that 
surgical competence should be added to, and 
not subtracted from them. 

Finally and briefly, what is left for the 
general surgeon? He may be allowed to 
manage some head injuries, and to splice 
some peripheral nerves, which do not need 
the scientific scrutiny of the neurosurgeon; 
to evacuate pus from the chest by courtesy 
of the thoracic expert; to seize a female 
appendix and even to do a hysterectomy, if 
the gynecologist is willing; to remove a kid- 
ney which has escaped the wary hand of 
the urologist; to treat a few fractures and 
dislocations and to do an occasional ampu- 
tation in defiance of the orthopedist. 


But what.of the procedures customarily 
granted the general surgeon? It may be ad- 
mitted that surgery of the thyroid gland is 
in his domain, and yet at least one laryn- 
gologist has taken this organ for his own, 
because it involves the trachea. For the 
most part, operations for hernia naturally 
fall into the lap of the surgeon, with reser- 
vations. None but his nimble fingers need 
apply for the complicated maneuvers of vas- 
cular surgery, the mastery of which is a 
supreme test of his skill. There remains a 
region which is not attacked with impunity 
by the subdivided specialist—the upper ab- 
domen, which harbors the stomach, the 
liver, the gallbladder and its ducts, the pan- 
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creas, the spleen, the small intestine 
throughout its ramifications and, reaching 
still further below, the colon in its en- 
tirety. Operations upon these organs, 
by common consent, seem to be surrendered 
to the general surgeon, who comes by 
them honestly, though by default. The 
arena of the surgeon, therefore, ceases to be 
general and becomes very particular, leaving 
him as the most special of the surgical 
specialists. Any superiority which he may 
assume will be instantly suppressed by the 
definition of a chemical doctor of philos- 
ophy (Meeker): “A genera) surgeon is one 
who does not do any one thing particularly 
well.” But it is his commission to perform, 
with becoming grace, such difficult and dan- 
gerous procedures as are now vouchsafed 
him, thankful that he is broad-minded 
enough to claim kinship with all those who 
are dedicated to the science and art of sur- 
gery. 
Summary 


In this somewhat facetious, if earnest, re- 
view of the relation of the surgical special- 
ties to general surgery, the intention has 
been, not to ridicule, but to pay deference 
to, the several subdivisions of surgical prac- 
tice. The effort to delineate their confines, 
by comparison and contrast, supports firmly 
the conviction that, although we are engaged 
in diversified pursuits, the wholehearted at- 
tachment of us all is to the profession of 
surgery. And be it remembered, ’tis not all 
of surgery to cut, nor all of operating to 
recover from an operation. Surgical pro- 
cesses may be topical, manipulative, mechan- 
ical or operative. Each one of us may stand 
up and paraphrase the ancient adage: 
Chirurgus sum—I am a surgeon; I count 
nothing surgical indifferent to me. 





There are men of our profession in every large 
community who don’t read, whose profession is a 
cow to be milked, and who just set. There is no 
mental embryology in such minds; they are as 
sterile as any teapot.—Pittfield, R. L.: The Medical 
Mind, 1909. 





This is known and spoken of along the coast of 
Virginia, that the old sailors years ago preferred the 
water of the central lake in the Great Dismal Swamp 
for their stock of drinking water when starting on 
a long voyage. They found that their crews re- 
mained free of disease for longer periods than if 
well water were used. This water, brown with vege- 
table extractives, no doubt, contained appreciable 
quantities of vitamins.—The Mississippi Doctor, 20: 
94 (July) 1942, 
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A BRIEF DISCUSSION OF 
BRONCHIECTASIS 


M. D. BONNER, M. D. 
JAMESTOWN 


Bronchiectasis is a condition of bronchial 
dilatation, the etiology of which is still con- 
troversial. Its incidence is not appreciated 
and its high mortality rate is most alarm- 
ing. 

In the last three years at the Guilford 
County Sanatorium we have examined 1,841 
adult whites, and 389 Negroes in our diag- 
nostic clinic. Sixty-five cases of bronchiecta- 
sis and 157 cases of adult type pulmonary 
tuberculosis were found in the white group. 
This is almost half as many cases of bronchi- 
ectasis as of tuberculosis. In the Negro 
group, there were 10 cases of bronchiectasis 
and 128 cases of tuberculosis—a ratio of 
a little less than one to ten. The incidence 
of both diseases is high in this group. 
Ninety-five per cent or more of our cases, 
however, are referred by practicing physi- 
cians because of symptoms or signs of in- 
trapulmonary disease. Only cases definitely 
proved to be bronchiectasis by iodized oil 
injections and x-ray are listed, and only 
those patients with obvious or highly sus- 
picious evidence of bronchiectasis were given 
injections. 

Perry and King" reported on 400 cases 
of bronchiectasis seen at the Massachusetts 
General Hosptal between 1926 and 1938 in- 
clusive. Of the 260 patients treated non- 
surgically, 26 per cent were known to be 
dead in January, 1939, and 19 per cent were 
not traced. The authors concluded that pa- 
tients developing bronchiectasis before the 
age of 10 do not often live beyond the age 
of 40. Of their patients with onsets in the 
first decade, only 9.4 per cent were living at 
the age of 40 or over. Of the 59 patients 
who reached the age of 40 or over, only 16 
per cent had the onset of their disease in 
the first decade. 

Bradshaw, Putney, and Clerf') reported 
in June, 1941, a 34.5 per cent mortality in 

Read before the Section on the General Practice of Medi- 
cine and Surgery, Medical Society of the State of North Caro- 
lina, Charlotte, May 13, 1942. 

“t.’ Perry, Kenneth, M. A. and King, Donald S.: Bronchiecta- 
sis; A Study of Prognosis, Based on a Followup of 400 
Patients, Am. Rev. of Tuberc. 41:531-548 (May) 1940. 

2. Bradshaw, Howard H.; Putney, Floyd J.; and Clerf, Louis 


2 H.: The Fate of Patients with Untreated Bronchiectasis, 
J.A.M.A. 116:2561-2568 (June 7) 1941. 
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171 cases admitted to the Jefferson Hospital 
between 1925 and 1935. They also stated 
that the average duration of life in the dead 
patients from the onset of symptoms was 
thirteen and one half years, but only one and 
eight tenth years from the date of diagnosis. 

This high mortality rate is by no means 
all of the picture. Bronchiectasis is a disease 
of childhood and early life and exerts its in- 
fluence on the mind as well as the body of 
the individual at the time when the person- 
ality is being developed and fixed, when so- 
cial contacts are being made, and foundations 
for the future are laid. This is an important 
period, and the patient with a profuse, foul 
smelling sputum does not have a chance. He 
is usually a social outcast. Even the very 
mild case has, as a rule, foul breath on inti- 
mate contact. The toxemia from the infec- 
tion and the low grade anoxemia produce a 
chronic fatigue which has a vicious effect on 
the patient’s social and psychological devel- 
opment. These people often avoid social 
gatherings and seldom take part in any 
extracurricular activities. 

A disease that has such dreadful results 
certainly deserves more consideration than 
we have been giving it. I fear that in the 
past we have not looked for these cases care- 
fully enough, or treated them diligently or 
radically enough once they were found. 

The treatment of a disease is governed, 
as a rule, by one or more of the following 
factors: etiology, pathogenesis, pathology, 
symptoms, and complications. 


Etiology 


The etiology is still controversial, but it 
seems safe to assume that infection of the 
bronchial wall and subsequent fibrosis and 
distortion play the important role. 

It is a constant observation that the 
bronchi serving atelectatic areas of the lung 
become dilated. This is not a pathological 
dilatation, but is a normal response to the 
physical state produced; and if the atelecta- 
sis is relieved before structural changes have 
occurred, the bronchi will return to normal. 
If the atelectasis continues for a long time 
or is frequent, infection and fibrosis of the 
bronchial wall are inevitable. This concept 
of the development of bronchiectasis is sen- 
sible, and is certainly a happy one, since it 
gives us hopes of prevention. 
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Pathology 


The pathology of the disease is well known 
and will not be discussed in detail. It seems 
enough to recall here that the main features 
are varying degrees of dilatation of the lu- 
men with modification or destruction of the 
mucous membrane, and reduction or loss of 
elastic tissue with replacement by varying 
amounts of fibrous tissue. In some cases we 
can see no great structural changes in the 
lobes. The bronchi are dilated as shown by 
injection, but they are in fairly normal rela- 
tionship to one another and to the thorax. 
Other cases may show one or more lobes 
contracted and airless, with varying degrees 
of infection. It is obvious that symptoms 
and complications depend almost entirely on 
the degree of these changes. 


Symptoms 


There may be no symptoms, or symptoms 
ranging from a very small hemorrhage to 
the severe toxemia of the grossly infected 
case. Most patients present themselves be- 
cause of symptoms. In the mild or early 
case the patient complains of frequent or 
continuous respiratory infection, especially 
in the winter months. Cough is prominent 
and is usually productive. Later, fatigue and 
poor appetite are complaints. There may be 
a history of similar symptoms at intervals, 
dating back to one of the infectious. diseases 
of childhood, especially measles, whooping 
cough, or pneumonia, and particularly re- 
curring pneumonia. The more advanced case 
will have varying degrees of constitutional 
disturbance, such as loss of weight, clubbing 
fingers, frequent febrile attacks, leukocytosis. 


‘paranasal sinusitis, and increased sedimen- 


tation rate. The amount and type of sputum 
may vary from an ounce or less of muco- 
purulent secretion to many ounces of very 
foul pus. Pulmonary hemorrhage is a very 
frequent complication and is quite copious 
at times, but is seldom fatal. Pneumonia, 
empyema, pulmonary gangrene or abscess, 
septicemia, and brain abscess are often the 
cause of death. 


Prevention 


Preventing a disease as disagreeable and 
fatal as we now know bronchiectasis to be 
is certainly to be preferred to treating it. 
Accepting the theory that disturbance in the 
self-cleansing capacity of the lung or impair- 
ment of local pulmonary ventilation may lead 
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to atelectasis and thereby set the stage for 
the development of bronchiectasis, we have 
a sound basis for means of prevention. Cor- 
rect -breathing would seem to be fundamen- 
tal, and anything interfering with normal 
respiration should be corrected. In acute 
respiratory infections, especially in children, 
be sure that the dependent portions of the 
lung do not become blocked by secretions; 
encourage bronchial drainage by change of 
position. In frequently recurring respiratory 
infection, rule out allergy as a predisposing 
cause. Watson and Kibler of Tucson state 
that in fully 90 per cent of their cases a 
diagnosis of allergy may be made on the 
evidence found. No one else has ever re- 
ported such a high figure. Less than 20 per 
cent of the very few cases we have skin 
tested are found to be allergic. 


Bronchial obstruction from stenosis, for- 
eign body, or swollen mucous membrane 
must be relieved as soon as possible. Abdom- 
inal diseases, operations, chest injuries—in 
short anything that tends to produce atelec- 
tasis or reduce the ventilation of the lungs --- 
may predispose to bronchiectasis if complete 
aeration is not restored. 


Treatment 


Once the disease has developed, this con- 
cept of keeping the airways open is the basis 
of all medical treatment, and if this cannot 
be done, medical treatment is of no avail. 
Fortunately after the disease is established, 
it is infrequent that the disease per se pre- 
gresses; the number and distribution of the 
dilated bronchi remain the same. Unfortu- 
nately, however, the damage to the individ- 
ual bronchi and the lobe or segment of the 
lobe containing them, can and usually does, 
progress. Preventing or stopping this pro- 
gression is the only hope of medical treat- 
ment, since it is generally understood that 
no well developed case of bronchiectasis has 
ever been anatomically cured by any form 
of medical care. 


Intelligent treatment of any case requires 
knowledge of the extent and location of the 
ectatic bronchi. This information can be 
accurately obtained only by some contrast 
medium in all the bronchi of each lobe. 
Iodized oil is commonly used, and there are 
a number of methods of injecting it. Once 
the ectatic bronchi are located, positions for 


8. Watson, S. H., and Kibler, C. §.: Bronchiectasis; A New 
Conception of Its Etiology Which Makes Prevention and 
Recovery Possible, J.A.M.A. 111:394-895 (July 30) 19388. 
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postural drainage can be planned. The treat- 
ment of individual cases may vary from five 
or ten minutes of postural drainage once or 
twice a day, to continuous day and night 
drainage in bed. Any infections in the si- 
nuses, tonsils or teeth that may drain into 
the bronchi must be corrected if possible. 
Cough mixtures containing deodorants, seda- 
tives, or expectorants may be used. If there 
are only a few ectatic areas located well for 
drainage and no gross infection and fibrosis 
of the surrounding lung tissue, it is likely 
that the patient can be carried indefinitely 
on medical care and the bronchi kept dry. 
Good drainage is the important thing. The 
more extensive the disease, or the more 
grossly infected the surrounding lung, the 
less effective is medical treatment. 

Bronchial irrigations and bronchoscopic 
aspirations are palliative medical measures; 
they never cure. Patients with alarming con- 
stitutional symptoms and with extensive di- 
sease will usually show marked improvement 
following this medical regimen, but this gain 
in most cases is not permanent. One impor- 
tant reason for this, at least in the cases | 
see, is that not one patient in ten will prac- 
tice his postural drainage diligently day 
after day. Even if he does, however, the 
advanced case rarely becomes dry, because 
of the distortion of the bronchi and the gross 
infection and fibrosis of the lung tissue be- 
tween them. Complete drainage here is im- 
possible. In those cases with very foul smell- 
ing sputum and with evidence of distortion 
and contraction of the involved lobe, surgery 
is imperative. 

Thoracic surgery has improved more in 
the last few years than any other type of 
operative treatment. Lobectomies and pneu- 
monectomies have become commonplace, and 
in the last two or three years the mortality 
rate has been surprisingly low. Churchill" 
of Boston, as far back as 1937, reported a 
mortality rate of 6.1 per cent for 49 patients 
in whom lobectomy or total pneumonectomy 
for bronchiectasis or cystic disease was 
undertaken, and a 2.6 per cent rate for 38 of 
these patients on whom an improved type of 
lobectomy was performed. He also stated 
that in the last 30 successive cases, including 
one in which the middle right as well as the 
lower left lobe was removed, there was not 
a fatality. 


4. Churchill, Edward D.: Lobectomy and Pneumonectomy in 
Bronchiectasis and Cystic Disease, J. Thoracic Surg. 6:286- 
811 (Feb.) 1927. 
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Perry and King", in May, 1940, report an 
operative mortality of 3.38 per cent in 122 
modern type lobectomies performed on 116 
patients. 

Overholt’ has performed 70 or 80 lobec- 
tomies in bronchiectasis with a mortality 
rate of 7.5 per cent. He has performed pneu- 
monectomies for extensive bronchiectasis or 
pulmonary suppurations in 20 patients with 
1 operative death. 

Bradshaw has a mortality rate of 5 per 
cent. 

These are truly remarkable results and 
should tend to allay the fear that some of us 
have had of intrathoracic surgery. It is prob- 
ably true that the best risks were selected for 
surgery. However, 50 per cent of the non- 
surgically treated cases in their series had 
unilateral disease and 75 per cent were ana- 
tomically suitable for surgery. There seems 
little doubt in the minds of the men inter- 
ested in this subject that surgery is the 
treatment of choice in bronchiectasis. 

We feel that any patient under 30 should 
have a complete study, and if constitutional 
symptoms are present, or have ever been 
severe, especially if sputum is foul, and if 
the disease is anatomically suitable, surgery 
should be seriously considered. We are prob- 
ably safe to temporize when symptoms are 
mild and the extent of the disease is slight, 
especially when drainage is apt to remain 
good. We will be forced to use palliative 
measures in the anatomically extensive and 
in the older age groups. Technical improve- 
ment in operative procedures will probably 
reduce the number remaining in this group. 

Recurrent pulmonary hemorrhage, if se- 
vere; recurrent febrile attacks, especially 
with exacerbation of chest symptoms; foul 
sputum; and severe constitutional disturb- 
ance are listed as indications for surgery. 
None of these, with the exception possibly 
of foul sputum, takes into consideration the 
psychological effect of the disease. This, in 
my opinion, should come first in any list of 
indications. If the disease is interfering 
with the normal physical or psychological 
development of a child, or with the social 
or economic status of an adult, the disease 
should be permanently removed if possible. 


5. Overholt, 
1942. March, 


Richard H.: Personal Communication, 


6. paahew, Howard H.: Personal Communication, April, 
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Abstract of Discussion 


Dr. McNeill: Bronchiectasis seems to me to be 
one of the hardest of all diseases to diagnose ac- 
curately. You can’t do it by physical examination 
or by straight x-ray films. I would appreciate it if 
Dr. Bonner would describe in more detail his method 
of injecting iodized oil, and tell us what position he 
puts the patient in to get his pictures. 

Dr. L. C. Todd: This presentation of Dr. Bonner’s 
is valuable and timely. I was particularly interested 
in his mentioning the importance of correcting the 
hygienic factors in young children. We have had 
the opportunity to follow young children with bron- 
chiectasis through their development period of some 
ten years, and with the assistance of the nose and 
throat men we have checked the bronchi at intervals. 
I think that the outlook is not as hopeless as it is 
ordinarily made to appear. I should like to hear 
from Dr. Bonner something more about the outlook 
in the young individual who has a relatively early 
bronchiectasis. The allergic control in this type of 
patient is extremely important during early life. 

Dr. Bonner: Dr. McNeill asked for a description 
of the technique for injecting iodized oil, and posi- 
tions for taking the x-rays. We use a 5 per cent 
cocaine solution to anesthetize the pharynx and 
larynx. A small rubber tube connected to a 20 cc. 
syringe filled with oil is placed over the back of the 
tongue; the oil is instilled slowly and allowed to run 
into the trachea. The position of the patient de- 
pends on the lobe or lobes one wishes to outline. 
The upper lobe bronchus branches off laterally from 
the main stem and to fill this the patient must be 
leaned to the right or left, as the case may be, at 
about a 40 degree angle. The oil enters the main 
stem bronchus and drops off laterally into the upper 
lobe. To outline the right middle lobe the patient 
may be brought forward and slightly to the right 
at about 35 to 40 degree angle, since as you know 
the middle lobe bronchus comes off anteriorly. The 
lower lobes can be filled by leaning the patients to 
one side and slightly backward. In small children 
where good cooperation cannot be expected I prefer 
passing the bronchoscope and instilling the oil 
directly into the bronchus. Some men prefer inject- 
ing the oil through a short, small needle that has 
been inserted into the trachea just below the larynx. 
I have never used this method. 

We routinely examine our patients by fluoroscope 
before the x-rays are made and inform the techni- 
cian which position will be desired in making the 
films. If routine x-ray films are to be made flat- 
posterior-anterior and lateral views would be the 
position of choice. 

The question of allergy brought up by Dr. Todd 
is a very important one in suppurative disease of 
the lung. This subject is very ably discussed by 
Drs. Diamond and Van Loon in an article published 
in the Journal of the American Medical Association 
for March 7, 1942 (p. 771-778). We often see child- 
ren who are raising purulent sputum and who have 
pneumonic areas in their lungs who fail to show 
any bronchiectasis. We have found that a majority 
of these children are highly allergic and improve on 
antigenic therapy. 

The life expectancy of children with bronchiec- 
tasis is not very good; not more than 10 per cent 
will be alive at 40 according to King and Perry. 
Their existence is certainly not a healthy or happy 
one. 
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BLEEDING ASSOCIATED WITH INTRA- 
UTERINE DEATH OF THE FETUS 


FRANK R. LOCK, M. D. 
WINSTON-SALEM 


Intrapartum death of the fetus is one of 
the trying obstetrical problems which must 
be faced by the obstetrician and by the gen- 
eral practitioner. The diagnosis of simple 
pregnancy is not always easy, and when the 


‘necessity of determining death of the ovum 


anises, we are frequently faced with one of 
the most difficult of diagnoses. The impor- 
tance of accurate diagnosis cannot be over- 
emphasized, since therapeutic measures 
hinge upon the interpretation of our find- 
ings. 

The title of this paper is somewhat mis- 
leading, since it implies consideration of a 
very small and relatively unimportant part 
of this serious condition. However, | shall 
attempt to summarize briefly the present 
status of the diagnosis and practical manage- 
ment of antenatal death of the fetus. The 
classical constitutional symptoms listed by 
Litzenberg, DeLee, Williams and others are 
the rarest exceptions rather than the rule. 
These symptoms—malaise, anorexia, head- 
ache, loss of weight, chilliness, tachycardia, 
foul taste, bearing down sensations, and in- 
creasing invalidism—are almost never pres- 
ent, and are usually the result of infection. 
Constitutional symptoms traceable to fetal 
death alone were conspicuously absent in the 
series of about 200 such cases reported by 
Horner’. For the purposes of discussion 
intrapartum fetal deaths may be convenient- 
ly divided into two groups: those which oc- 
cur from conception until quickening, and 
those which occur from quickening until 
term. Because of time limits we shall con- 
sider only the former group in this paper. 

In uterine pregnancy death of the fetus is 
usually followed by labor and expulsion of 
the products before a clinical diagnosis is 
made. However, the investigations of Mall? 
and Streeter and his co-workers”) have 
shown that the aborted fetus is usually six 


“Read before the Section on Obstetrics and Gynecology, Med- 
ical Society of the State of North Carolina, Charlotte, May 
13, 1942. 

*From the Department of Obstetrics and Gynecology of the 
Bowman Gray School of Medicine of Wake Forest College. 


1. Horner, D. A.: Antepartum Fetal Death, Am. J. Obst. & 
Gynec. 32:67-75 (July) 1936 ‘ 

2, Mall, F. P.; A Contribution to the Study of the Pathology 
of Early Embryos, Johns Hopkins Hosp, Reports 9:1, 1900, 
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weeks younger than the menstrual age would 
indicate. Hence, it seems probable that the 
fetus usually dies six weeks before it is 
aborted. Mall also brought out another im- 
portant point, which was further elaborated 
by Streeter and his colleagues: that most 
abortions are due to death of the fetus, and 
that this death is due to defective germ 
plasm. Streeter has emphasized the fact that 
defective germ plasm cannot be determined 
microscopically. These studies and those by 
other investigators have led to rather wide 
acceptance of the belief that 40 per cent of 
all spontaneous abortions are due to defec- 
tive germ plasm. However, there is good 
evidence that 15 per cent is a much more 
accurate figure. Collins’, Falls”, and num- 
erous others have reported representative 
series of patients adequately treated for 
threatened and habitual abortion, in which 
85 per cent salvage has been the rule. The 
negligible incidence of ~ ngenital abnormal- 
ities in these cases would indicate that de- 
fective germ plasm results in early death of 
the fetus, with inevitable abortion. Expul- 
sion of the products of conception usually 
follows death of the embryo or fetus within 
six weeks; however, they may be retained 
until all original symptoms are forgotten, 
even as long as sixty years.’ 

Many workers have shown a correlation 
between a reduction in the basal metabolic 
rate and all types of menstrual irregularities, 
sterility and abortion. Taussig”! sums up 
this phase of the problem by his statement 
that the time to start treatment of al] types 
of spontaneous abortion is before conception 
has occurred. 

This carries us into the immediate prob- 
lem of intrapartum fetal death. The diag- 
nosis of pregnancy must ordinarily precede 
any attempt to diagnose embryonic death. 
Fortunately, the diagnosis of pregnancy is 
usually relatively simple; the classical syn- 
8. Streeter, George L.: Focal Deficiencies in Fetal Tissue and 

Their Relation to Intra-Uterine Amputation, Contribution 

to Embryology, No, 126, Carnegie Institute of Washington, 
4, Collins. C. G.; Weed, J. C.; and Collins, J. H.: Treatment 


of Spontaneous, Threatened, or Habitual Abortion, Surg., 
Gynec., & Obst. 70:788-786 (April) 1940. 


5. Falls, F. H.: Use of Progestin in Obstetrical Complica 
tions, Illinois M. J. 77:180-185 (Feb.) 1940 
6. (a) Litzenberg, J. C.: Endocrines in Relation to Sterility 
and Abortion, J. A. M. A, 109:1871-1878 (Dee. 4) 1937. 
(b) King, E. L. and Herring, J. S.: Hypothyroidism in 
Causation of Abortion, J.A.M.A. 118:1300-1302 (Sept. 
30) 1939. 


(c) Litzenberg, J. C. and Carey, J. B.: Relation of Basal 
Metabolism to Gestation, Am. J. Cbst. & Gynec, 17: 
550-552 (April) 1929. 

7, Taussig, jn Discussion of King and Herring(6b), 
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drome is amenorrhea, nausea, vomiting, 
soreness of the breasts and the presence. of 
colostrum. When the Aschheim-Zondek or 
Friedman test is confirmatory an absolute 
diagnosis may be made. A palpably enlarged 
uterus is usually not found in very early 
pregnancy, but certain objective signs may 
be present. Until the time of quickening our 
principal interest must be in whether or not 
there are any changes in these subjective 
and objective symptoms. This presupposes 
measurement of the height of the fundus 
with calipers or tape and careful questioning 
of each patient at every prenatal visit. Pre- 
natal visits, to be of full value to us in fol- 
lowing the course of the patient’s pregnancy, 
should be spaced at intervals not greater 
than three weeks. These visits are an In- 
creasing problem for the duration of the 
“national emergency’’, with strict limitations 
on the amount of driving each person Is per- 
mitted. 

We should be warned by a change in the 
symptoms of pregnancy, particularly when 
the change is sudden. Whenever bleeding oc- 
curs, and especially when it is associated 
with a change in subjective symptoms, the 
diagnosis of fetal death must be seriously 
considered. Simple bleeding without other 
symptoms, except moderate pain, is the com- 
mon picture in threatened abortion. 

A reliable objective indication of death of 
the fetus is failure of the uterus to grow. At 
times it may become smaller. The physician 
must be careful) not to be misled by growth 
of the uterus resulting from molar degenera- 
tion. 

In missed abortion it is probable that 
death of the fetus has occurred six weeks 
prior to the onset of hemorrhage. Commonly 
the slight bleeding which may accompany 
the death of the fetus is not noted by the 
patient, or is determined only by careful 
questioning. The Aschheim-Zondek test usu- 
ally becomes negative upon death of the 
fetus. The change from a positive to a nega- 
tive test is of utmost significance, and when 
secondary reversal to a positive test occurs 
we are obliged to interpret the finding as 
significant of molar degeneration of the 
products of conception, and to take definite 
steps to empty the uterus from below. Gentle 
dilation of the cervix with evacuation of the 
cavity by the finger of the gloved hand is 
usually the method of choice for removing 
a hydatidiform mole. Correct evaluation of 
the problem at hand will prevent unfortunate 





MEDICAL JOURNAL October, 1942 


accidents. Rupture of the uterus, profuse 
hemorrhage, shock and fulminating infection 
are frequent sequelae, and we must make 
every effort to avoid them. The possibility 
of chorionepithelioma must be .considered 
and follow-up studies carried out for eigh- 
teen months or longer with quantitative 
chorionic gonadotropin tests. 

The management of “missed abortion” 
should be conservative. The patient usually 
goes for many months without symptoms, 
and will usually cooperate fully when clearly 
informed of the hazards of useless interven- 
tion. In cases of missed abortion the uterus 
is usually unresponsive to medical induction. 
Reports by Robinson, Datnow, and Jeftf- 
coate’™ indicate that estrogenic substances 
may be used to increase the responsiveness 
of the uterus to medical induction. Abarbone) 
used stilbestrol in doses of 10 mg. every hour 
for ten to fifteen hours before the usual] med- 
ical induction was started. 


Operative intervention in-cases of missed 
abortion is rarely indicated. If medical in- 
duction fails, the patient should be warned 
against the use of douches, against inter- 
course, and against any measures which 
would tend to introduce infection into the 
uterus, and should await a spontaneous term- 
ination. Operative intervention should never 
be carried out except under the best of con- 
ditions, in a well-equipped operating room 
with preparations made for the transfusion 
of large amounts of blood. Because of thea 
usual size of the fetus and firmness of the 
cervix, vagina) hysterotomy is often the most 
conservative manner of emptying the uterus. 


Summary 


1. The fact that the fetus usually dies 
about six weeks before it is aborted is in- 
dicated by the work of Mall” and Streeter®, 
who compared the embryological age of a 
large group of aborted fetuses with the men- 
strual age. However, in some instances the 
products of conception may be retained 
many years after the death of the fetus. 

2. Recent studies of Collins”), Falls), 
and others, which indicate that they are able 
by adequate treatment to prevent 85 per cent 
of threatened abortions, suggests that only 
about 15 per cent of abortions are due to 
defective germ plasm. 

8. The correct diagnosis of antenatal 


8 Pobinson, A. L.; Datnow, M. M.; and Jeffcoate, T. N. A.: 
Induction of Abortion and Labour by Means of Oestrin, 
Brit. M. J. 1:749-758 (April 18) 1985. 
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death is based on changes in the subjective 
and objective signs of normal pregnancy, 
especially sudden changes. One of the most 
important signs is failure of the uterus to 
increase in size, or a decrease in the size 
of the uterus, and another is reversa] of the 
Aschheim-Zondek or Friedman test. The 
subjective classical symptoms of antenatal 
death of the fetus are rarely present, and if 
present usually indicate infection. 

4. The possible association of hydatidi- 
form mole and chorionepithelioma with ante- 
natal death must be kept in mind. 

5. Operative intervention in 
missed abortion is rarely indicated. The use 
of estrogenic substances to increase the re- 
sponsiveness of the uterus to medica) induc- 
tion is reported to be of value. 


cases’ of 





THREATENED ABORTION 


RICHARD B, DUNN, M. D. 
yREENSBORO 


Few of us realize the importance of abor- 
tion when we think of the conservation of 
human resources. Taussig estimates that 
about 600,000-700,000 abortions occur yearly 
in the United States. About 30 per cent of 
this number are spontaneous, and possibly 
preventable. Today we are discussing this 
30 per cent group, and the ways and means 
of reducing it. Unfortunately we can do 


nothing about the other 70 per cent, which 
are criminally induced. It has also been 


estimated from a large series of cases that 


approximately one in ten pregnancies ends 
in a spontaneous abortion, usually during 


the first three months. 


The older obstetrical textbooks usually list 
the causes of spontaneous abortion in the 


following order: 

Retrodisplacement 

Fibroids 

Cervical lacerations 

Syphilis 

Infections 

Defective germ plasm 

Defective implantation of the ovum 
Endocrine imbalance 

Dietary deficiencies 


FAME Fm PN 
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In the past five years more and more 
recognition has been given to the last two 
factors, and most investigators now place 
them at the head of the list. My estimate 
would be that endocrine imbalance and diet- 
ary deficiencies account for about 80 per 
cent of spontaneous abortions. Because of 
the importance of these factors, this brief 
paper will be devoted to a discussion of their 
treatment. 

First, however, it is necessary to dispei 
one fear which is rather prevalent. Many 
physicians believe that in preventing a 
threatened abortion they may be permitting 
the birth of a defective child. In a series 
of eases collected by Greenhill and Shute 
only 2 per cent of the children born after 
the prevention of a threatened abortion were 
deformed, whereas Mall estimates that 2.5 
per cent of normal pregnancies produce de- 
formities or monsters. These figures suggest 
that glandular and vitamin therapy might 
reduce the incidence of deformities, rather 
than increase it. 

One should always keep in mind the pos- 
sibility of a threatened abortion. Continual 
cramp-like sensations similar to menstrual 
pains, or very slight bleeding without cramps 
is sufficient cause to start the patient on 
treatment. If there is a history of previous 
spontaneous miscarriages, one should antici- 
pate the threatening signs rather than wait 
for them to occur. Of course, when actual 
uterine contractions and profuse flow occur, 
the diagnosis is simple; even this late, how- 
ever, therapy is sometimes effectual. A pa- 
tient I saw last year bled for seven days 
more profusely than with her regular men- 
struation; yet the pregnancy was carried to 
term. 

The treatment for threatened abortion has 
become fairly well standardized. The first 
factor is rest in bed, usually with bathroom 
privileges. 

The second factor is thyroid extract in 
doses of 14 grain to 2 grains daily. This is 
indicated if there is a low basa) metabolism, 
a slow pulse, sluggishness. low blood pres- 
sure or obesity. It is generally agreed that 
of the glandular substances used in threat- 
ened abortions, thyroid extract ig the most 
important. 

The third factor is progesterone therapy. 
The corpus luteum extract available several] 
years ago was so weak that it was practic- 
ally ineffectual. When bleeding and uterine 
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contractions are present 5 to 10 mg. of pro- 
gesterone daily are required. After these 
Symptoms subside 1 mg. once or twice a week 


is reeommended. Recently an orally effective 
progestational hormone has been used suc- 
cessfully in 10 mg. doses twice daily. Anter- 
ior pituitary, and anterior-pituitary-like 
(chorionic gonadotropin) substances theo- 
retically stimulate the corpus luteum to pro- 
duce more progesterone. Most of us would 
rather use the progesterone than the indirect 
therapy. 


The fourth factor is vitamin E. It is still 
not known exactly how vitamin E deficiency 
causes abortion, but we know that if it is 


not present in adequate amounts in the diet 
of animals, abortion will occur. It is always 
used prophylactically in cases of habitual 
abortion. Recent studies have indicated that 
vitamin C is also important; so it is advis- 
able to use some good polyvitamin prepara- 
tion. 

Under such a regimen as that outlined 
above, a large percentage of patients with 
threatened abortion will recover and go to 
full term. Too hasty dilatation and curettage 
cause the death of many living embryos. No 
harm is done by giving the patient every 
chance to retain the developing fetus. There- 
fore, every reasonable treatment should be 
tried to prevent a threatened abortion from 
becoming inevitable. 


Abstract of Discussion 


Dr. Bradford (Charlotte): I agree that these cases 
of threatened abortion are worth fighting for. There 
is a great deal of disagreement on that point; many 
think that it is a mistake, economically as well as 
physically, to try to prevent abortion in patients 
who are bleeding in early pregnancy. However, evi- 
dence is piling up which shows that many of these 
patients can be delivered of normal babies. Many 
patients in our own practice, known to be habitual 
aborters, have produced normal, healthy offspring 
under treatment similar to that which Dr. Dunn has 
outlined, with progesterone and vitamin E. 

I have been impressed with the high incidence of 
placenta praevia in pregnancies that we are not 
able to carry to term or near term. 

Dr. Charles H. Mauzy, Jr. (Winston-Salem): I 
question the value of progesterone in preventing 
abortions. Some recent work by Biggers and 
Richards shows that it does not inhibit uterine con- 
tractions. Personally, I think that thyroid extract 
is our best means of treatment, and I believe that 
the other measures are of very little value. 


Dr. Oren Moore (Charlotte): It has been said 


from time to time that nobody bleeds to death from 
an abortion, but I have the records of five women 
who have bled to death. 

I looked up the records of 89 patients with abor- 
tions admitted to-a Charlotte hospital in 1941. In 
all cases curettage was done as soon as they got 
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in the hospital. The average stay in the hospital 
was three days. There were only 6 patients who 
ran any fever or showed any symptoms after the 
uterus was emptied. Out of the 89 there were only 
6 cases that were supposed to have had a crimina) 
origin. 

Dr. James B. Lounsbury (Wilmington): How can 
one determine if the pregnancy is maintained in a 
threatened abortion where you are not sure whether 
or not the patient has passed clots? I should also 
like to ask how long Dr. Dunn keeps the patient in 
bed after the bleeding has stopped. 

Dr. Slate (High Point): I would like to know 
how the skin test for pregnancy compares with the 
Aschheim-Zondek or other nationally known tests. 

Dr. Dunn: Dr. Mauzy says that progesterone is 
no good. Perhaps it isn’t. I don’t know of any exact 
proof either way. All I know is that the majority 
of the clinics and research centers use it, and good 
results are reported. I should like for Dr. Grollman 
to give us his opinion. 

I believe that thyroid and progesterone are effi- 
cacious, given together. That, too, has not been 
proven. Certainly thyroid is tremendously impor- 
tant. I believe it will act just as well with proges- 
terone as without. 

As to Dr. Lounsbury’s question about how to tel) 
when a threatened abortion becomes inevitable, | 
believe that is the crux of the whole problem. It is 
a very difficult decision to make. The point I was 
trying to make is that we should not be too hasty 
in considering abortion inevitable in a patient who 
is bleeding and having uterine cramps. Often abor- 
tion can be prevented. I am sure all of you who 
are delivering babies will know of many patients 
who bled sporadically throughout the whole preg- 
nancy. If every time a patient bled a little we 
treated it as an inevitable abortion, we would lose 
many fine children. 

If a woman is bleeding less than her normal 
menstrual flow, I classify it as a threatened abortion. 
If her cramps are of a mild nature, not more severe 
than her normal menstrual cramps, I still consider 
it a threatened abortion. When the cramps are in 
the nature of miniature labor pains, with a profuse 
flow, then I consider an abortion inevitable. 

The question of how long a patient should stay 
in bed after bleeding has ceased is a matter on 
which physicians differ. I believe that two or three 
days is adequate. Many doctors will say a week or 
more. 

I do not know anything about the skin test for 
pregnancy. 

Dr. E. W. Franklin, Chairman (Charlotte): I 
would like to ask Dr. Grollman if he will answer 
the question on progesterone. 

Dr. Arthur Grollman (Winston-Salem): One would 
not expect progesterone to be of value in all cases 
of abortion; the primary cause of the abortion will 
determine its possible value. 

Obviously in a case of placenta praevia or defect 
in the embryo, the administration of progesterorie 
will be futile. It is only in the case of abortion due 
to failure of the corpus luteum to produce an ade- 
quate amount of the progestational hormone that 
replacement therapy can be expected to be of value. 
That such failure occurs in any given case must be 
adequately demonstrated before one can utilize pro- 
gesterone rationally. 

In any case, the earlier claims of excellent re- 
sults following the use of 1 mg. doses of proges- 
terone must be viewed with scepticism. Animal ex- 
periments indicate that doses of at least 10 to 25 
mg. would be needed to elicit a response in the 
human female, 
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The use of desiccated thyroid in many gynecolog- 
ical conditions is based for the most part on purely 
clinical impressions and on rather meager objective 
evidence. The promiscuous use of desiccated thyroid 
is certainly to be deprecated. 

In answer to Dr. Slate’s query as to the value of 
the colostrum cutaneous test for the diagnosis of 
pregnancy, a report by Goldman, Kessler and Wilder 
in the Journal of the American Medica) Association 
for May 9, 1942, shows that the test is only 70 per 
cent accurate. Since we possess in the Aschheim- 
Zondek and Friedman procedures a technique of 
high accuracy, it would be unwise to displace them 
by less accurate methods. 

In applying the pregnancy test to patients sus- 
pected of an incomplete abortion, a quantitative de- 
termination is essential for determining the exact 
status of the condition. 





IMMEDIATE. POSTOPERATIVE 
FEEDING IN ABDOMINAL 
SURGERY 


ALEXANDER WEBB, JR., M. D. 
RALEIGH 


One of the most frequent complications 
following abdominal operations is abdominal 
distention. The patient is uncomfortable, at 
times apprehensive, and there is danger of 
progression to paralytic ileus. Less impor- 
tant to the surgeon, but always expected by 
the patients, are “gas pains”’. 

It is recognized that intestinal manipula- 
tion, abdominal trauma, and anesthesia com- 
bine to upset normal intestinal activity. If 
the operation is long and arduous, if perito- 
nitis is present, or if there is intraperitoneal 
hemorrhage, then more distention is antici- 
pated. Such conditions cause intestinal pare- 
sis, which leads to intestinal distention, and 
the end result may be a true paralytic ileus. 
If such a chain of events can be prevented 
before a vicious circle has set in, discomfiture 
of the patient and danger of further damage 
may be obviated. 

Preoperative preparation has changed 
markedly during the past few years. No 
longer do patients reach the operating room 
purged and dehydrated. More attention is 
now paid to the nutritional status, and as a 
result convalescence is usually hastened. 
However, so far few changes have been made 
in postoperative therapy. It is the purpose 
of this paper to review the origins of intes- 
tinal gases and to suggest certain minor 
postoperative procedures that may prevent 
distention and discomfort following opera- 
tions not involving resections of the gastro- 
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intestinal tract. The routine is not original, 
although few papers have appeared on this 
subject. 


Sources of Intestinal Gases 


An understanding of the origin of intesti- 
na) gases is imperative if means of avoiding 
them are to be found. Melver and his co- 
workers") stated that intestinal gases occur 
from three different sources: (a) decomposi- 
tion of intestinal contents, (b) diffusion of 
blood gases into the intestinal lumen, and 
(c) atmospheric air admitted by swallowing. 

(a) Carbon dioxide is produced in larg- 
est amounts from intestinal] contents, espec- 
ially in the upper portion of the gastro-intes- 
tinal tract. Hydrogen sulfide, methane, hy- 
drogen, and oxygen are produced in like 
manner. Several workers found that hydro- 
gen, methane, and nitrogen compose from 70 
to 90 per cent of the gaseous fraction of 
orange juice, egg, milk, and custards”. Ma- 
honey feels that further gas formation oc- 
curs from the action of bacteria in the lower 
intestinal tract’, and that such bacteria 
flourish if starvation inhibits the secretion 
of pancreatic, hepatic, and intestinal juices. 

(b) Diffusion of blood gases accounts for 
small amounts of intestinal gases during 
normal intestinal activity. However, this 
diffusion occurs much more rapidly when 
there is an increase in the fluid content or 
circumference of the bowel, for at such 
times gases pour into the intestines until an 
equilibrium of tensions is reached. 

(c) Atmospheric air was found to be an 
important source of intestinal gas". It is 
especially increased following inhalation an- 
esthesia, fluid ingestion, or nausea. In ex- 
perimental peritonitis a large amount of at- 
mospheric air is found in the distended 
loops. 


Elimination of Intestinal Gases 


Once gases have collected within the in- 
testines, elimination may occur by three 
routes: (a) Peristalsis, (b) eructation, lim- 
ited to the stomach, and (c) absorption 
through capillaries of the intestinal mucosa. 


McIver, M. A.; Benedict, E. B.; and Cline, J. W. Jr.: 


1. (a) 
Postoperative Gaseous Distention of the Intestine, 
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(a) Peristalsis must be present to push 
the collected gases down to the rectum, 
where they may be expelled. Air swallowed 
into the stomach causes a peristaltic wave to 
be set up which passes on down through the 
small intestine. 

(b) Gastric gases may be expelled by 
eructation with relief of symptoms. 

(c) Absorption through the vascular sys- 
tem is rapid for carbon dioxide, hydrogen 
sulfide, and less rapid for hydrogen, oxygen, 
and methane. Nitrogen and atmospheric 
air are absorbed very slowly, because a simi- 
lar concentration is present in the blood”, 
Absorption of all gases is inhibited by a dis- 
tended and atonic bowel, not because of a 
decreased blood supply but because of the 
tendency of gases to pass from the blood 
into the area of lowered intraluminal ten- 
sion". 

Atonicity, excretion of fluid, and enlarge- 
ment of the lumen thus set up a vicious 
circle, with more and more gas collecting. 
It is seen that lack of intestinal activity in- 
vites distention and prevents absorption, the 
second most important means of eliminating 
gases. A rapid return of peristaltic activity 
and an adequate diet to insure this activity 
should alleviate the discomfort of the first 
few days. It has been the general belief that 
in patients with peritonitis or abdominal 
abscess, intestinal activity will prevent or 
break down walling off, and invite disaster. 
Mahoney states that paralytic ileus is much 
more dangerous than the possibility of a 
spreading infection’. In view of the results 
obtained from intraperitoneal implantation 
of the sulfonamides, this statement seems to 
be based on firm ground. ‘ 

Intestinal paresis must be considered 
further. As was stated above, peristalsis is 
the most important means of ridding the 
tract of accumulated gases. Anesthesia, gen- 
eral or spinal, temporarily paralyzes peris- 
talsis. Lack of food or other stimulation 
lengthens the time of this paralysis. We 
know that the term “gas pains” is a mis- 
nomer and that there is no large amount of 
gas present when they occur’. These pains, 
which occur on the second to fourth post- 
operative day, are more severe in the ner- 
vous individual, and are cramp-like in na- 
ture. Physiologically they are probably hy- 
pertonic contractions of a previously para- 
and Marks, J. A.: A Study of Intestinal 
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lyzed intestinal musculature regaining its 
tone. There being no solid material to act 
as a bolus, the contractions are spastic and 
irregular, and cause pain by tension. Much 
more to be feared is the silent abdomen, 
tympanitic and obviously increasing in dis- 
tention. If normal activity is regained 
smoothly and without undue force, so that 
nausea and vomiting do not occur, both “gas 
pains” and distention or ileus will be 
avoided. 


Treatment 


The belief has long been held that food 
would not be tolerated by the gastro-intesti- 
nal tract soon after anesthesia and opera- 
tion. It has further been believed that de- 
composition of food during digestion would 
cause distention by the gas thus produced. 
For these reasons patients have routinely re- 
ceived fluids for two to four days and then 
a light diet. The result has been too often 
discomfiture, followed by difficulty in begin- 
ning a soft diet. 

Non-gas-forming food may be given in 
small amounts immediately following return 
to consciousness. Orange or fruit juices. 
milk, broths, and cellulose foods are to be 
avoided completely. Broths and other liquids 
admit a large amount of air during swallow- 
ing and their consistency encourages diffu- 
sion of blood gases into the intestine. 

The following regimen has been effective: 

1. Upon return to consciousness the pa- 
tient receives sips of water or tea after 
nausea has ceased. If this causes a return 
of nausea, cracked ice is substituted. If the 
patient vomits once or twice, the fluid is 
stopped, but the patient is encouraged to try 
again later. 

2. Six to twelve hours following operation 
two or three‘crackers with sips of water just 
sufficient to aid in swallowing are given. 
Chewing gum has been advocated by some. 
These substances cause secretion by the sali- 
vary glands, which sets up peristalsis. The 
bolus formed by the crackers is carried 
down, digestion begins, and intestinal activ- 
ity starts anew, without too much material 
at one time to reverse the process. 

3. The next morning a soft, solid diet. is 
started. No milk, orange juice, broths, or 
carbonated beverages are allowed. The pa- 
tient is urged to eat but not to force the 
food. A few minutes used to explain the 
importance of eating usually results in 
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whole-hearted cooperation. Dry toast, cooked 
cereal, potatoes, rice, soft boiled eggs and 
gelatin are palatable and are not offensive 
as gas fermers. Halperin’ found that 25 
per cent of his patients on a straight protein 
diet vomited immediately following the meal. 
Riggle allowed his patients a wider variety, 
including milk, with over 75 per cent experi- 
encing some distention or gas pains. No 
effort was made in this series to select food- 
stuffs for nutritional value. 

4. On the third postoperative day an un- 
restricted soft diet is instituted. An enema is 
given that afternoon, followed by a mild 
cathartic. Mahoney and Riggle both gave 
mineral oil from the first postoperative day. 
This procedure seems to have little advan- 
tage, and there is more danger of causing 
nausea. 


Adjuvants 


We felt that in the more serious cases 
added measures against distention or ileus 
should be instituted, especially where peri- 
tonitis or irritation is present. Consequently 
such patients have received 1 cc. (1-2000) 
prostigmin (Hoffman-LaRoche) every four 
hours for six to eight doses. Graded amounts 
were given to infants and children. The first 
dose was administered immediately after op- 
eration, on the grounds that intestinal tonus 
is much more easily retained than regained. 

Although dietary orders were strictly 
given for our patients, on several occasions 
they were not so strictly carried out. In 
these patients orange ju:ce and milk were 
given, and pains followed within fifteen to 
forty-five minutes. One cubic centimeter of 
prostigmin, followed thirty minutes later by 
a low rectal lavage or a small rectal tube, 
alleviated the symptoms. 

Morphine has been given routinely when 
needed postoperatively, but there has rarely 
been need for this drug following the second 
postoperative day. 


Results 


The following table indicates the types of 
cases in which this regimen has been fol- 
lowed. The results tabulated have been eval- 
uated entirely on the basis of distention ob- 
vious from palpation and percussion and on 
subjective symptoms volunteered by the pa- 
tients. 

6. Halperin, P. H.: Early Postoperative Feeding, Wisconsin 

M. J. 89:94-96 (Feb.) 1940. 
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Results 








Operation No. Cases Poor Fair Excellent 
Appendectomy 28 2 3 23 
Simple Acute 19 1 1 17 
Local Peritonitis 6 l 2 3 
_ Generalized Peritonitis— 3 0 0 3 
Pelvic a es ee 19 
Herniorrhaphy 2 SE 
Total 62 4 4 44 


There were no cases of intra-abdominal 
abscess. In all cases of ruptured appendi- 
citis, sulfanilamide powder was placed intra- 
peritoneally, the peritoneum was sutured 
without drainage, and prostigmin was ad- 
ministered. Two patients with hemorrhage 
and two with purulent salpingitis showed 
little distention and subjective complaints 
were minimal. It may be said here that pa- 
tients with hemorrhoidectomies, mastectom- 
ies, amputations, and other non-abdominal 
operations have shown equally good results. 

The most striking feature of this series 
has been the psychologic effect on the pa- 
tients. By the third postoperative day the 
condition of patients on this regimen com- 
pares favorably with that of patients on the 
seventh or eighth day of the old regimen. 


Conclusions 


1. Intestinal gases accumulate postopera- 
tively from decomposition of intestinal con- 
tents, diffusion of blood gases, and swallow- 
ing of atmospheric air. 

2. Elimination of these gases is depend- 
ent upon peristalsis and to a lesser degree 
upon absorption from the intestines into the 
blood stream. 

3. Postoperative distention is avoided and 
an early return to normal intestinal activity 
accomplished by immediate feeding of a non- 
gas-forming diet after gentle surgery. 

4. “Gas pains” are avoided or decreased 
by immediate postoperative feedings. 

5. The results of this series indicate that 
immediate postoperative feeding is not only 
safe but beneficial following abdominal op- 
erations. 








Prevention of Hemorrhage in Peptic Ulcer.—Se- 
vere hemorrhage . . . does not often develop in the 
patient who is on a proper ulcer regimen. I do 
not believe that I have observed a hemorrhage of 
significant severity in a case under adequate treat- 
ment, except when the patient has been subjected 
to some unusual emotional strain or after some 
other digression from his routine of management. 
Prevention, therefore, is largely a matter of keep- 
ing the patient on his ulcer program.—T. Grier 
Miller: The Management of the Complications of 
Peptic Ulcer, New England J. Med. 224:402 (March 
6) 1941. 
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HOOKWORM: AN ETIOLOGIC FACTOR 
IN DUODENITIS 


CHARLES F.. STROSNIDER, M. D. 
GOLDSBORO 


This short paper concerns a new condition 
associated with an old disease. I have been 
coming in contact with hookworm infested 
patients ever since 1910, but did not discover 
that the hookworm caused duodenitis until 
about two and a half years ago. This finding 
stimulated my interest, and I feel that you 
will, likewise, be interested to know about a 
condition associated with a disease as preva- 
lent as hookworm disease. 

Symptoms of duodenitis are very indefi- 
nite and do not form a recognizable clinical 
pattern. The diagnosis can be made by a 
careful history, together with fluoroscopic 
observations following a barium meal, and 
confirmed by stool examination. 

For a period of years patients have been 
presenting themselves to me with a com- 
plaint of stomach trouble which was _ not 
characteristic of either gastric or duodenal 
ulcer. Some of these patients did very well 
when they were kept on an ulcer diet and 
given alkalis. However, many of them re- 
ceived no benefit from such therapy. 

About three years ago I purchased a fluo- 
roscope, which I have used in all of my 
gastrointestinal cases. In the year 1910, the 
late Dr. Charles Wardell Stiles brought to 
my attention a certain sign which is posi- 
tive in 99 per cent of the patients with hook- 
worm infestation. Dr. Stiles would have the 
patient stand erect, and with one hand placed 
on the left side of the back of the patient 
he would make pressure with the tips of the 
fingers of his right hand directly backward 
over the duodenum. If the patient evidenced 
discomfort, Dr. Stiles would unhesitatingly 
make the diagnosis of hookworm infestation, 
and prove it by finding the ova in the stool 
of the patient. I verified this sign on hun- 
dreds of occasions during my survey with 
the Rockefeller Commission from 1910 to 
1913. At that time it did not occur to me 
that we were making pressure over an in- 
flamed duodenum. 

In the past two and a half years I have 
diagnosed and successfully treated 50 cases 
of hookworm duodenitis. I believe that the 
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best way to present my observations on this 
condition is by giving briefly several case 
histories. 


Report of Cases 


Case 1. My first diagnosis of hookworm 
duodenitis was made on December 5, 1939. 
At this time a fellow practitioner referred to 
me a white man, aged 35, married, who was 
believed to be a neurotic. This man gave a 
history of stomach trouble for a period of 
ten months. At times he would become so 
uncomfortable that he would vomit for re- 
lief. After eating he had a full sensation, 
accompanied by a numb feeling in both arms. 
Fluoroscopic study showed no _ pathologic 
lesion of the stomach. The duodenum filled 
and emptied, not by a normal peristaltic 
motion, but by a pushing type of filling. The 
entire duodenum filled, and after a time it 
gradually emptied. The duodenum was ten- 
der on pressure. A diagnosis of duodenitis, 
possibly due to hookworm infestation, was 
made. Stool examination was positive for 
hookworm ova. The patient was treated 
accordingly and recovery promptly followed. 

Case 2. This patient was a white girl, 
aged 11 years. Her chief complaint was 
stomach trouble of several years’ duration. 
The mother stated that the child turned pale 
when she had attacks of severe pain in her 
epigastrium. These attacks lasted from two 
to three hours and left her stomach sore. 
About three weeks before her first visit to 
my office she had an attack which was ac- 
companied by nausea but no vomiting or 
fever. The patient’s appetite was irregular, 
but her bowel movements were regular. 

The child was 19 pounds underweight, pale 
and anemic. A diagnosis of hookworm duo- 
denitis was made and confirmed by a posi- 
tive stool examination. Two thymol treat- 
ments were given and were followed by two 
negative stools. The patient was making ex- 
cellent progress in weight and development 
at the end of two months. 

Case 3. A white boy, aged 10 years, com- 
plained of pain over the epigastric region. 
The pains were dull and cramping and came 
from twenty to thirty minutes after eating, 
lasting an hour or more. They were so: se- 
vere that the child refused to take lunch to 
school and ate very sparingly of his break- 
fast and supper. The patient vomited one 
time, but this did not give relief. Gas was 
present and caused belching. The stomach 
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felt better when empty. The boy had been 
having these attacks for three weeks. There 
was a history of ground itch the previous 
summer. A diagnosis of pylorospasm coni- 
plicating hookworm duodenitis was con- 
firmed by finding hookworm ova in the stool. 
The patient was given two thymol treat- 
ments and was directed to eat no coarse 
foods, all vegetables being pureed. The pa- 
tient had two negative stool examinations 
after treatment. Complete relief followed 
within a period of one month. 

As you have noted, these cases present a 
varied group of symptoms, none of which 
suggest a typical ulcer history. Spasm of 
the pylorus was suggested and found in 
many of these cases. Many patients denied 
the history of dew poisoning, ground itch, 
or foot itch. Many of them had lived in 
towns and cities all of their lives and denied 
visiting in the country. Some had lived in 
the city for some time, but gave a history 
of ground itch, foot itch, or dew poisoning 
prior to their leaving the farm. Many of 
them had been hookworm sufferers over a 
period of years and had evidently received 
various diagnoses and treatments for the 
duodenitis. In many of them the diagnosis 
was difficult to make and would not have 
been suspected had it not been for the fluoro- 
scopic study. Even then the diagnosis could 
not have been made had not sodium bicarbo- 
nate (one teaspoonful) been taken after 
meals for a series of six doses to remove 
the mucus from the duodenum. 

I have not found this condition described 
in any of my textbooks. Therefore, after 
diagnosing and treating it successfully for 
a period of two and a half years, I have 
brought these experiences to you, hoping 
that they may assist you in diagnosing such 
cases. 


Summary 


Hookworm infestation of the duodenum 
with vague gastrointestinal symptoms is 
common; I have seen 50 cases in two and a 
half years. A physical sign to demonstrate 
tenderness indicative of inflammation in the 
duodenum is described. Duodenitis may be 
confirmed by fluoroscopy with a barium meal 
after the removal of mucus by the adminis- 
tration of sodium bicarbonate. 
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THE HARMFUL EFFECT OF TOBACCO 
ON THE COURSE OF BUERGER’S 
DISEASE 


Report of a Case With Recurrence in a Man 
of Unusual Height and Weight 


ROBERT HARRISON OWEN, M. D. 
Surgeon, Haywood County Hospital 


CANTON 


Thrombo-angiitis obliterans, or the _ so- 
called Buerger’s disease, is a clinical and 
pathologic entity characterized by peripheral 
arterial thrombosis of obscure origin"). The 
disease is a progressive inflammatory con- 
dition of the arteries and veins of the ex- 
tremities, especially of the legs. The affected 
vessels are converted into fibrous cords, and 
gangrene of the part finally occurs’. When 
the vessels are occluded, there is apt to be 
an agglutinative process which binds _ to- 
gether the artery and its collateral vein, and 
sometimes also the accompanying nerve, so 
that liberation of the individual vessels by 
dissection is difficult. 


Symptoms 


The symptoms of Buerger’s disease in a 
pregangrenous stage are typical. The patient 
first notices a pain in the calf of the leg on 
walking, associated with numbness and cold- 
ness of the foot during cold weather. This 
pain is of the “intermittent claudication”’ 
type, and is relieved by sitting down and 
elevating the leg. Many patients can carry 
on a sedentary occupation without much dis- 
comfort, but can not walk for any distance 
without developing intermittent claudica- 
tion. The foot, when dependent, has a 
characteristic reddish-purple color, but it 
blanches to a corpse-like white when held 
perpendicular. There is an absence of an- 
terior and posterior tibial pulse, the posterior 
tibial usually disappearing first. The veins 
are not prominent. The nails sometimes are 
dry and brittle. Finally, an exquisitely pain- 
ful dry gangrene appears, with a slowly 
forming line of demarcation. When un- 
treated, the disease affects first one leg, then 
the other, and then the hands. It may finally 
block off an important internal artery, such 
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as the superior mesenteric or the coronary 
artery, and result in sudden death", 


Differential Diagnosis 


In Raynaud’s disease the local syncope de- 
velops suddenly and usually simultaneously 
in symmetrical parts; there is no history of 
antecedent pains; the fingers are much more 
frequently affected than the toes; the asso- 
ciated vasomotor and sensory phenomena 
are intermittent and are more distinctly de- 
pendent upon variations in temperature than 
those of Buerger’s disease. In erythromel- 
algia, although pain and redness are especi- 
ally marked when the affected member hangs 
down, the symptoms are aggravated by 
warmth and relieved by cold; the skin feels 
hot to the hand; the arteries throb; and there 
is no tendency to gangrene. 


Treatment 


Many forms of treatment have been tried 
in an effort to improve the circulation in the 
patient with Buerger’s disease. Systemic 
treatment includes the usual supportive 
measures, eradication of local foci of in- 
fection, and elimination of tobacco. Specific 
treatment is directed toward establishing a 
compensatory collateral venous and capillary 
circulation to save the member threatened 
with gangrene. The following vasodilator 
methods have been tried: (1) Continuous 
local heat. (2) Drinking large amounts of 
water. (3) Buerger’s postural vasodilation, 
raising the leg vertical to empty the veins, 
then swinging it down to pour the blood into 
them again. (4) Direct capillary dilatation 
by intravenous hypertonic saline solution, 
5 per cent’, (5) Vasodilator drugs and the 
intravenous injection of typhoid vaccine to 
induce fever. Barker obtained marked im- 
provement in 76 per cent of 150 cases with 
this method"). 

Sulfanilamide has been useful in some 
cases, and there is an excellent opportunity 
for study to determine whether Buerger’s 
disease is due to infection which can be 
minimized or eliminated by sulfonamides"). 
Sodium iodide thiosulfate has been recom- 
mended by Rabinowitz’, on the grounds 
that it allows oxygen to be absorbed and 
overcomes tissue anoxemia. It is given intra- 
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venously in 50 grain doses every day for 
three weeks, and then twice a week until 
pain disappears and the gangrene lesions 
heal. 

Estrogens and thiamin chloride (vitamin 
B,) have also been used in this condition. 

It is well recognized that sympathectomy 
does not cure thrombo-angiitis obliterans. 
Probably it does not even alter the course of 
the disease in the blood vessels. It does, how- 
ever, bring about maximal blood fiow to the 
extremities, and for that reason is still the 
most logical procedure for increasing the 
blood supply in properly selected cases’. 

In cases in which infection spreads rapidly 
in spite of attempts to control it and in 
which there is evidence of toxic absorption 
and sepsis, most workers agree that amputa- 
tion is the logical recourse. 

The results of treatment in patients with 
Buerger’s disease would be greatly improved 
if the disease was recognized and treated in 
its early stages. Unfortunately, only a small 
proportion of patients are seen in this period. 
When a patient first develops unusual fatigue 
or pain in the calf after walking a few 
blocks, he is more inclined to limit his walk- 
ing than to consult a physician about the 
reason for the symptom. Numbness of the 
foot is disregarded and the pains are attri- 
buted to rheumatism. Sometimes the patient 
diagnoses his painful toes as being due to 
an ingrowing toenail, and goes to a chiropo- 
dist, who removes the toenail, thus precipi- 
tating gangrene of the toe. Only then does 
the patient seek competent medical advice. 


The Role of Tobacco 


The great importance of complete absti- 
nence from smoking is worth emphasizing. 
It has been shown repeatedly that patients 
who continue ‘to smoke do not ordinarily im- 
prove as much as do patients who cease 
smoking. Dr. Allen, from Rochester, tells his 
patients, “You can have your legs or your 
tobacco, but not both.” In a series of 1200 
cases of this disease Dr. Samuel Silbert of 
Mount Sinai Hospital, New York, did not 
find a single typical and unquestioned case 
in a non-smoker. Patients who continue to 
smoke are difficult to treat, and frequently 
the condition progresses in spite of treat- 
ment. Recurrences of symptoms is the rule 
when patients who have been in excellent 
condition for many years again resume the 
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use of tobacco. It is understood that smoking 
will produce Buerger’s disease only in those 
individuals who have a constitutional suscep- 
tibility to tobacco. Unfortunately it is not 
possible to determine by any test whether or 
not a person is susceptible. 

The following case report illustrates the 
effect of tobacco upon the course of Buerger’s 
disease. 


Case Report 


A white man aged 33, 6 feet, 8 inches tall 
and weighing 335 pounds, entered the Hay- 
wood County Hospital on October 17, 1938, 
with the chief complaint of severe pain in 
the calf of the left leg and gangrene of the 
toes. The patient gave a history of inability 
to walk, with all the typical symptoms of 
Buerger’s disease. He had been a heavy 
smoker since he was 15 years old. For five 
years he smoked about twenty cigarettes 
daily, and after that he smoked as many as 
two packs daily. He first developed some pain 
and weakness in his left leg about three years 
before admission. During the winter his legs 
and feet became cold easily. The condition 
became acute in September, 1938, and by 
the time of admission he was unable to walk. 

Physical examination showed a well de- 
veloped adult male. The temperature was 99, 
the pulse 90, respirations 24. The heart and 
lungs were normal. The blood pressure was 
130 systolic, 90 diastolic. Examination otf 
the abdomen was negative. The left foot was 
cold and two toes were black. The patient 
was suffering severe pain in the left foot and 
calf. The dorsalis pedis, posterior tibia] and 
popliteal arteries could not be palpated. 

Examination of the blood yielded the fol- 
lowing findings: Blood sugar was normal, 
and the Wassermann test negative. There 
were 3,700,000 red blood cells, with a hemo- 
globin of 70 per cent. There were 12,800 
white blood cells, with 66 per cent segment- 
ers, 6 per cent stabs, 3 per cent eosinophils, 
and 18 per cent small monocytes. 

The patient was in the hospital for thirty- 
five days. Loca] heat was applied and hyper- 
tonic saline solution was given intravenously. 
Morphine sulfate was given for pain. Three 
toes were amputated bloodlessly. As there 
was no improvement in his condition, ampu- 
tation of the thigh was done on November 
16, 1938, under spinal anesthesia. 

The pathological report made by Dr. Coy 
C. Carpenter, of Wake Forest College, was 
as follows: 
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“Sections show various stages of the le- 
sions seen in Buerger’s disease. One vessel 
shows a thrombus in the stage of organiza- 
tion. Blood pigment is being engulfed by the 
macrophages, and the fibroblasts are grow- 
ing into a framework composed of platelets 
and fibrin. In the wall of this vessel a few 
mononuclear cells and neutrophils are seen. 
There is evidence that the acute inflammatory 
process has not completely died out. The ad- 
ventitia is thickened by fibrous tissue. Other 
vessels show the lumen completely obliterated 
except for new-formed channels which pos- 
sess an endothelial lining. 

“Diagnosis: Buerger’s disease.” 

The patient returned home after the ampu- 
tation stump healed. For about six months 
he was a total abstainer from tobacco. Then 
he began smoking a few cigarettes daily, in- 
creasing the number until he was using about 
one and a half packs a day. Soon he began 
to notice some pain in the calf of his other 
leg. In spite of advice to the contrary, he 
continued smoking until ulcers appeared on 
his great and second toes. They were treated 
with an electric light under a cradle, and 
with other measures described above. He 
decided then that if he didn’t give up smok- 
ing he would lose his other leg. Accordingly 
he stopped, and I believe that this was an 
important factor in the healing of his ulcer. 

It has been three and a half years since 
his amputation, and he gets about on his 
crutches with perfect ease, considering his 
present weight (295 pounds). The prognosis 
depends upon the care he takes of his other 
extremity and upon whether he continues 
the use of tobacco. 

Summary and Conclusions 

1, A case of Buerger’s disease is reported 
in a patient of unusual height and 
weight who had been a heavy smoker 
for eighteen years. 

2. Amputation of one leg was necessary 
after conservative measures had failed 
to arrest the disease. 

3. After a six months’ interval symptoms 
in the opposite leg occurred when the 
patient again began smoking heavily, 
and disappeared when he ceased smok- 
ing. 

4. It should be recognized that our know- 
ledge of this disease is limited, and 
that any attempt to evaluate therapeu- 
tic measures is difficult. The apparent 
truth of today may be the error of to- 
morrow. 
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RECOVERY FROM STREPTOCOCCUS 
_ VIRIDANS BACTEREMIA AFTER 
SULFANILAMIDE 


NORTH CAROLINA 


Report of a Case 
WINGATE M. JOHNSON, M. D. 
WINSTON-SALEM 


While instances of recoveries from strep- 
tecoccus viridans blood stream infections are 
slowly accumulating since the advent of the 
sulfonamides, the number is still small 
enough to warrant the report of an addi- 
tional case. 

E.R.D., a white male passenger agent 38 
years old, was known to have had valvular 
hesrt disease for twenty-five years—the re- 
sult of a severe attack of rheumatic fever. 
Cardiac reserve had been fairly well main- 
tained until he had a severe pharyngitis 
(apparently influenzal). He was treated by 
a laryngologist with local applications and 
a cough mixture for a week. His cough and 
dyspnea grew steadily worse until he could 
not breathe lying down. When I first saw 
him about 8 p.m. on February 5, he was 
quite dyspneic. His abdomen was distended 
and presented the physical signs of consid- 
erable free fluid; the liver extended about 
4 inches below the costal margin; both low- 
er extremities were swollen and edematous; 
and numerous crepitant rales were heard in 
both lung bases. The pulse was rapid and 
totally irregular. The heart was greatly en- 
larged. A loud, rumbling diastolic murmur 
was heard best at the second right inter- 
space, extending down the sternal border to 
the fourth interspace, and a faint presystolic 
and a blowing systolic murmur were heard 
at the apex. The temperature was normal. 

Digitalis—four cat units—was given at 
once, followed by two cat units every four 
hours for three more doses, and a combina- 
tion of an opiate and a hypnotic was pre- 
scribed to be given at bedtime. When seen 
next morning the patient was much more 
comfortable. The digitalis was continued in 
doses of one cat unit every four hours. 

About 1 a.m. on February 7, the patient 
had a sudden severe pain in the right pos- 
terior axillary line just below the angle of 
the scapula, and began to cough up bright 
red blood. His temperature gradually rose 
to 102 F. When seen about 9 a.m. he was 


“From the Department of Medicine, Bowman Gray School of 
Medicine of Wake Forest College, Winston-Salem, N, C, 
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cyanotic, his pulse was rapid, and his res- 
pirations were labored. There was impaired 
resonance and a great increase in the rales 
at the right lung base. The obvious diagno- 
sis of pulmonary infarction was made, al- 
though there was no friction rub. He was 
given a hypodermic injection of morphine 
and atropine and was sent in an ambulance 
to the hospital. 

On admission his temperature was 102 F., 
the pulse 130, and the respirations 28. The 
temperature soon rose to 103.4 F. and dull- 
ness and bronchial] breathing developed over 
the base of the right lung. The leukocyte 
count on admission was 8700, with 70 per 
cent neutrophils and 30 per cent lympho- 
cytes; the red cell count was 4,400,000, and 
the hemoglobin was 80 per cent (Sahli). The 
sputum showed many pus cells, staphylo- 
cocci and diplococci. The urine had a specific 
gravity of 1.015, was acid in reaction, and 
showed a trace of albumin and 40 to 50 leu- 
kocytes per high-power field. 

The second day after admission the pa- 
tient was desperately ill. The leukocyte 
count had risen to 17,400, with 94 per cent 
polymorphonuclears. A blood culture was 
obtained, and he was then given an initial 
dose of 2 Gm. of sulfathiazole, followed by 
1 Gm. every four hours. The digitalis was 
continued. 

On February 9—the third hospital day— 
the blood culture showed “innumerable col- 
onies” of streptococcus viridans. As the pa- 
tient’s fever continued and his condition was 
still critical, on February 10 the sulfathia- 
zole was discontinued and sulfanilamide, 20 
grains every four hours, was begun. 

A blood culture taken the next day (Feb- 
ruary 11) was negative. Repeated blood 
cultures made at two-day intervals for the 
rest of his stay in the hospital continued to 
be negative. The sulfanilamide blood con- 
centration ranged from 5 mg. to 8 mg. per 
100 cc. The temperature gradually subsided 
to a normal range by February 14, but nine 
days later rose to 101 F., and for several 
days continued to range between 99 and 
102.6. His lung was clearing up, his heart 
had responded quite satisfactorily to digi- 
talis, his appetite and digestion were good, 
and his general condition seemed satisfac- 
tory. The urine, however, continued to be 
loaded with pus cells, and a culture of it 
made February 25 showed staphylococci and 
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colon bacilli in abundance. Rectal examina- 
tion found the prostate moderately enlarged 
and tender. 

On February 26, the sulfanilamide was 
discontinued and the next day sulfathiazole, 
because it was thought to be most effective 
against urinary infection, was given again, 
beginning with 2 Gm. every four hours for 
two doses, then 1 Gm. every four hours. 
There was no decrease in the amount of pus 
found in the urine, but the temperature fell 
to normal on February 28—two days after 
the sulfanilamide was stopped —and _ re- 
mained normal until his discharge from the 
hospital on March 9. 

In addition to the sulfonamide and digi- 
talis therapy, whole vitamin B complex was 
given during most of the patient’s stay in 
the hospital. Before it was begun, however, 
his appetite—except for the first few days 
when he was desperately ill—remained good. 
He ate almost ravenously while taking 120 
grains of sulfanilamide daily, in addition to 
full doses of digitalis. His appetite and his 
courage were important factors in his re- 
covery. Even when he was at his worst, he 
had a smile for every one who came into his 
room. 

He continued to improve steadily after 
going home. On April 7 he was able to go 
to his office for part of the day, and ten days 
later he was working full time. He has con- 
tinued to take maintenance doses of digitalis 
and his cardiac reserve has been good. Blood 
cultures taken at monthly intervals for more 
than a year since his discharge have all been 
negative. 


Discussion 


A man with rheumatic disease involving 
both the aortic and mitral valves, after an 
upper respiratory infection developed con- 
gestive heart failure with auricular fibrilla- 
tion and pulmonary infarction. A shower of 
viridans streptococci invaded the blood 
stream, and apparently were overcome by 
full doses of sulfanilamide given by mouth. 
At one-time this patient had to contend with 
congestive heart failure, pulmonary infarc- 
tion, a viridans bacteremia, and a urinary 
infection. The stage was set for the develop- 
ment of subacute bacterial endocarditis, and 
possibly this complication had actually oc- 
curred. 

There was a second rise of fever, after a 


it 
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ten day afebrile interval, which promptly 
subsided after the sulfanilamide was dis- 
continued. It is true that there was a uri- 
nary infection—probably due to a prostati- 
tis of long standing—for which sulfathia- 
zole was given. Since the pyuria continued, 
however, after the fever subsided, it is 
doubtful that the urinary infection played 
any role in the fever. 

This case indicates that an individual 
may become sensitive to one of the sulfona- 
mide group without being affected by an- 
other. The fever which developed after two 
weeks of sulfanilamide therapy declined 
promptly after the drug was discontinued, 
even though sulfathiazole was begun at 
once. 

Levine", speaking of bacterial endocardi- 
tis, says: “The recent discovery of sulfanila- 
mide and its allied compounds may possibly 
change the outlook in some of these cases. 
It is not unlikely that these drugs, if given 
during the stage of bacteremia before the 
valves are involved, may actually prevent 
the development of endocarditis.” It is pos- 
sible that this case is at least one fulfillment 
of Levine’s prophecy. Certainly the patient 
had an ‘deal set-up for a bacterial endocard- 
itis: damaged aortic and mitral valves and 
a blood stream infection with Streptococcus 
viridans. The negative blood cultures during 
his stay in the hospital. could have been ex- 
plained by the inhibitory effect of the large 
doses of sulfanilamide; but now that he has 
been able to work steadily and monthly 
blood cultures have been negative for more 
than a year, it seems justifiable to report 
this case as one more triumph for chemo- 
therapy. 


1. Levine, Samuel A.: 
delphia, W. B. Saunders Company, 


Clinical Heart Disease, ed. 2, Phila 


1940, p. 186. 





The tuberculin test should be a part of the pre- 
school examination. Tuberculosis seldom develops in 
its clinically serious forms in children but they are 
easily infected with the germs of the disease, which 
may remain dormant until they reach the teen age 
or early adult life, and then cause trouble. Through 
the tuberculin test it is possible to determine 
whether or not a child has been infected. When the 
test is positive every effort should be made to find 
the source of infection and to protect the child from 
further exposure to the disease. It is important to 
point out here that precaution should be taken to 
make sure that maids and other household employees 
are free from tuberculosis by having them tuber- 
culin tested and x-rayed if positive to the test. 
Chester A, Stewart, M.D., Louisiana News in Brief, 
Sept,-Oct., 1941. 
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ECONOMY IN VITAMIN MEDICATION 
JOSEPH B. STEVENS, M. D. 


GREENSBORO 


The trend of recent events leads one to 
feel that both the public and the medical 
profession have become overly enthusiastic 
on the subject of vitamins. There is a rapid- 
ly growing tendency today to attribute most 
of the ills of the human race to a deficiency 
of this or that vitamin. 

Vitamins are big business. The vitamin 
boom began in the early thirties, but really 
began to hit pay dirt in 1935. There are 
lush profits in this business. To quote Sebrell 
of the U. S. Public Health Service’, “In 
1938 the American public spent $100,000,000 
for vitamin preparations. In 1937 thev 
spent about half this amount, only 50 per 
cent of which was sold to or prescribed by 
physicians. For purposes of comparison it 
is pointed out that the balance—$25,000,000 
—represented five times the expenditures 
for vitamin products bought directly by the 
public in 1935.” 

We all know that an easily recognizable 
clinical picture results from an advanced de- 
ficiency of the following vitamins: A, B, 
(thiamin chloride), nicotinic acid, riboflavin, 
C (ascorbic acid), D and K. Many observers 
have shown that single vitamin deficiencies 
rarely if ever occur. All grades of deficiency 
exist, and for every severe advanced case 
there are thousands of mild cases. We are 
not concerned here with the treatment of 
specific, far advanced deficiency states. We 
are concerned with the economics involved in 
the treatment of mild and borderline cases. 

The following is a short’ summary of 
recognized mild deficiency states. The daily 
requirements given are for a moderately ac- 
tive man weighing 70 Kg. and are from the 
Nutrition Board of the National Research 
Council. 

The signs and symptoms of mild vitamin 
A deficiency are night blindness, scaly skin 
(?), and hyperkeratosis. Fifteen thousand 
to twenty thousand U.S. P. units a day for 
seven to ten days will correct mild deficiency. 
The daily requirements are 4,000-5,000 U.S. 
P. units of vitamin A. Vitamin A capsules 

Read before the Section on the Practice of Medicine, Med- 
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contain two to two and one-half times the 
required amount. 

The signs and symptoms of mild vitamin 
B, deficiency are paresthesia of the extremi- 
ties, muscle tenderness, impairment of vibra- 
tory sense, and decreased tendon reflexes. 
Five milligrams three times a day will cor- 
rect mild deficiency, and 2 mg. is the daily 
requirement. 

Mild nicotinic acid deficiency results in 
sore mouth and tongue, papillary atrophy, 
diarrhea and roughening, redness and scali- 
ness of the dorsum of the hands. Fifty milli- 
grams three times a day for seven to ten 
days will correct mild deficiency, and 15 mg. 
is the daily requirement. 

Riboflavin deficiency is characterized by 
photophobia, cheilosis, lacrimation, and pur- 
ple sore tongue. Three milligrams daily is 
the curative and maintenance dose in mild 
deficiencies. 

Vitamin C deficiency is characterized by 
irritability, spongy, bleeding gums, bone and 
joint pain, and petechial hemorrhages. One 
hundred milligrams three times a day will 
cure mild deficiencies. Twenty-five milli- 
grams of ascorbic acid or 50 cc. of orange 
juice is the daily requirement. 

Muscle weakness and head sweats charac- 
terize vitamin D deficiency. Two thousand 
U.S. P. units per day are required for mild 
deficiency. One and one-fourth teaspoonfuls 
of codliver oil or 400 U.S. P. units is the 
daily requirement. Vitamin D capsules _ us- 
ually contain two to two and one-half times 
the daily requirement. 

Vitamin K deficiency is characterized by 
bleeding and increased prothrombin time. 
The maintenance and curative dose is 1 to 3 
mg. daily. Vitamin K is present in almost 
all green vegetables. 

Prolonged vitamin medication in mild de- 
ficiencies and daily intake over the daily re- 
quirements result in excretion from the body 
and a waste of both vitamins and money. 
Most preparations of high potency contain 
two to four times the daily requirements. 

Vitamin By, or pyridoxin, pantothenic acid, 
vitamin E (alpha tocopherol) and _ other 
vitamins have been identified, but there is 
still much doubt that their lack produces a 
characteristic deficiency state in man. So 
called vitamin B complex capsules range in 
price to the patient from five to seven cents 
per capsule and the liquid preparations from 
$1.50 to $2.50 per pint, Most of these liquids, 
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but not all, contain a wine base and 6 to 10 
mg. of thiamin chloride per ounce, giving a 
daily dose of 3 to 5 mg. of thiamin. In addi- 
tion to this, most contain Bg and pantothenic 
acid in small amounts, which increase the 
cost and probably benefit the manufacturer 
more than the patient. The price of the cap- 
sules is increased also by the addition of 
pantothenic acid and Bs in small amounts. 
The 1 mg. of thiamin and 5 Gm. of nicotinic 
acid present in such capsules could much 
better be supplied, when necessary, in brew- 
ers’ yeast at $.50 a pound and nicotinic acid 
tablets in pure form for a little over a half 
cent each. 

Alpha tocopherol or vitamin FE has been 
very disappointing in the treatment of mus- 
cular atrophy and allied states, and no 
known deficiency in the human being has 
ever been satisfactorily demonstrated. How- 
ever, vitamin capsules are available at $7.50 
per one hundred. 

Practically, the treatment of mild vitamin 
deficiencies is simple and may be described 
in a few words: A well balanced diet'*'. The 
patient should be urged to eat a variety of 
meats, green and yellow vegetables, milk, 
eggs, and fruits. When specific and recog- 
nizable deficiencies are found, vitamin ther- 
apy is indicated for a short while, but should 
always supplement the dietary treatment, 
never replace it. 

According to Sherman and Lanford’, vi- 
tamin A is found abundantly in greens, spin- 
ach, kale, turnips, collards, liver, butter, 
cheese, carrots, broccoli, eggs, and squash. 
Thiamin chloride is found in yeast, wheat 
germ, ham, pork, liver, kidney, eggs, nuts, 
green peas, lima beans, shad roe, and corn 
meal. Nicotinic acid is contained in liver, 
brewers’ yeast, beef, salmon, peanuts, whole 
wheat bread, soy beans, spinach, lamb, ton- 
gue, shad roe, and green peppers. Riboflavin 
is present in brewers’ yeast, liver, kidney, 
cheese, eggs, ham, spinach, beef, milk, broc- 
coli, collards, and peas. Vitamin C is found 
in green peppers, broccoli, kale, turnip 
greens, collards, cauliflower, lemons, oranges, 
grapefruit, cabbage, tomatoes, and straw- 
berries. Vitamin K is present in almost all 
green vegetables. 

To quote an editorial in the Journal of the 
American Medical Association for October 


2. Ruffin, J. M.: The Diagnosis and Treatment of Mild 
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25, 1941, entitled “Shotgun Vitamins Ram- 
pant”, “The body of man has not evolved so 
that he can function efficiently on tablets and 
food concentrates. His physiology requires 
the materials essential to health and well 
being in the form of food. Synthetic tablets 
are not a perfect substitute. Foods common 
to the American dietary properly selected 
will contribute everything that foods can 
give to the maintenance of good health. 
From an economic point of view, foods are 
the cheapest source of vitamins and other 
essential elements. The ingredients of food 
purchased in the form of pills are waste- 
fully expensive. In these times, when con- 
servation of economic resources is essential, 
people should realize this important fact. 
... Vitamins are merely important food con- 
stituents that have been isolated, concen- 
trated or synthesized. Restricted diets may 
lack some of these vitamins, and that lack 
expresses itself in a variety of symptoms. 
Sut relief of fatigue and the jitters or the 
creation of health and beauty will not come 
from vitamin capsules unless the symptoms 
have appeared or the beauty has been lost 
as the result of a specific deficiency. If the 
daily consumption of a good serving of ham, 
a green vegetable, a glass of milk, a slice of 
brown bread, an orange, and the other con- 
stituents of a suitable diet will not maintain 
the body in a satisfactory state of nutrition, 
a medical study is needed more than a shot 
with a shotgun pill of vitamins. A given 
amount of vitamins, like oil in the crank case 
of your car, is necessary to insure proper 
functioning; but the efficiency of the parts 
is not increased by adding unlimited 
amounts.” 





The Diagnosis of Pancreatic Disease.—The rea- 
sons for making an early diagnosis of pancreatic 
disease can be briefly stated. Early diagnosis of 
acute pancreatic edema and pancreatic necrosis is 
essential to avoid needless operation. Early diag- 
nosis of cancer of the pancreas permits of radical 
operation which holds promise of prolongation of 
life and increased comfort and the possibility of 
cure. In diagnosing acute disease the determination 
of diastase in the blood or urine is essential. In 
diagnosing cancer of the pancreas the secretion test 
is a great aid, but to recognize the disease in its 
early stage the diagnostic significance of loss of 
weight with pain in any part of the abdomen in the 
absence of disease of stomach and intestine should 
be recognized. The diagnosis is most often missed 
because physicians forget that the patient has a 
pancreas. — Joseph H. Pratt: Pancreatic Disease, 


J.A.M.A, 120:182 (Sept. 19) 1942. 
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HYPNOSIS 


LEO ALEXANDER, M. D. 
DURHAM 


Hypnosis is a state of reduced wakefulness 
which is brought about in the patient by his 
cooperation with the directions given to him 
by the therapist. Hypnosis is a useful thera- 
peutic method in the following conditions: 

Hysteria, including anxiety hysteria; anx- 
iety states; anxiety neurosis; tension states ; 
reactive depressions, especially if associated 
with certain hysterical elements; phobias; 
psychoneurotic hypochondriasis; and certain 
obsessive states, such as writer’s cramp. 
Even organic neuropsychiatric conditions, if 
associated with reduction of impulse or with 
inhibition, depression and obsessive-compul- 
sive phenomena, such as are found in Park- 
insonism, may be temporarily relieved by 
hypnotic treatment. 

The beneficial effect of all 
these conditions is based on the following 
four factors: 

(1) An increased awareness of psycho- 
somatic relationships, which impresses itself 
particularly strongly upon the patient in the 
initial stages of the hypnosis; its effects are 
akin to those of the Yoga method of Far East- 
ern faith healers. The production of this 
awareness—for instance of the increasing 
“weight” of an extremity after concentration 
on warmth and heaviness, produced by hy- 
peremia and relaxation of tonus—is partic- 
ularly beneficial in anxiety states and in hy- 
pochondriasis. 

(2) Inereased readiness for the accept- 
ance of suggestion, which appears at a some- 
what deeper stage of the hypnosis, and en- 


ables the patient to break through the emo- 
tional blocking of certain functions, under 
the impact of the weight of the suggestion. 
This aspect of hypnotic therapy is particu- 
larly important in hysteria and related con- 
ditions, and its suecess in eliminating the 
distressing symptoms opens the patient for 
subsequent psychotherapy directed at the 
more basic aspects of the disease, 

(3) Catharsis. When the so-called som- 
nambulic stage of hypnosis is reached, the 


hypnosis in 
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patient is ready to talk, or at least to answer 
questions about the more basic psychological 
factors which are operating in his illness, 
such as fears, worries, guilt feelings, etc., 
and of which he was either not aware or 
only incompletely aware in the waking state, 
or which he could not recall in the waking 
state because of repression of unpleasant 
material. The latter does not apply only to 
recent, but also to early infantile traumatic 
material. The clarity of formulations which 
many not particularly eloquent or clear 
thinking patients are capable of in the som- 
nambulic stage of hypnosis is frequently ex- 
traordinarily striking, and can only be com- 
pared with the directness and clarity of 
emotional expression prevalent in certain 
dreams. The catharsis on the patient’s part 
should be followed by equally direct and 
clear-cut psychotherapeutic directives given 
by the physician who is carrying out the 
hypnotic treatment. These psychotherapeutic 
directives include interpretation, persuasion, 
and strong suggestion, the latter particularly 
in reference to release from subjective guilt 
feelings. The acceptance of intensive psycho- 
therapy in this stage of the hypnosis is so 
greatly enhanced that the results of one ses- 
sion frequently equal or surpass those ob- 
tained by weeks or months of painstaking 
psychotherapy in the waking stage. This 
cathartic-psychotherapeutic aspect of hyp- 
notic psychotherapy is particularly impor- 
tant in anxiety and tension states, obsessive 
states, anxiety neurosis, and reactive depres- 
sion. 

(4) Activation: It is well known that a 
hypnotized subject can employ greater phys- 
ical strength than he can in the waking state, 
probably because in the absence of distrac- 
tion and with strong concentration aug- 
mented by acceptance of suggestion more 
motor units can be brought into play in the 
same muscle at the same time than is usual 
in ordinary motor voluntary innervation. 
The subjective experience of this extraordi- 
nary motor strength, especially if given in 
the lighter stages of the hypnosis, has a 
great activating effect upon the patient, and 
if made to carry over into the waking state 
by appropriate post-hypnotic suggestion, can 
render useful service in the treatment of 
many conditions associated with reduction 
of impulse or with inhibition, temporarily 
even in those caused by organic cerebro- 
spinal disease, 
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19438 MEETING OF THRE AMERICAN 
MEDICAL ASSOCIATION CANCELLED 

The Journal of the American Medical 
Association for September 27 announces that 
after long and serious discussion, the Board 
of Trustees has decided to cancel the annual 
session for 1943, which was to have been 
held in San Francisco. This is the first time 
since the Civil War that such a step has been 
taken, and the decision underlines the whole- 
hearted manner in which organized medicine 
in this country is supporting the Government 
in its defense program. It also recalls Car! 
Goerch’s story of the questionnaire sub- 
mitted to a study group at the University of 
North Carolina, in which the question was 
asked, “‘What individual, aside from your 
mother and father, has had the most pro- 
found influence upon your life?” Most of 
the answers gave the name of a favorite 
teacher, a preacher, or a doctor; but one 
youth scored a bull’s eye when he answered 
“Adolf Hitler.” 

Another apropos story was told in a recent 
issue of the Victor News. A soldier, trying 
to find his tent on a dark, rainy night, fell 
deep into a mud hole. A string of oaths was 
climaxed with, “That - - - - Hitler is to blame 
for this!” 
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NOMINATING DR. De KRUIF FOR A 
SETTEE 

Recently a practicing physician remarked 
that he dared not fail to read the Reader's 
Digest as soon as it appeared, for fear his 
patients would think him ignorant of med- 
ical progress. Most of the medical articles 
carried by that interesting little magazin« 
are written by Dr. Paul de Kruif. Dr. De 
Kruif is a Doctor of Philosophy, not of Med- 
icine; but that does not hinder him from 
expressing medical opinions dogmatically 
and forcefully. In the June issue of the 
Digest, for instance, in an article entitled 
“This Summer—Watch Out for Ticks’, he 
gives the mortality of Rocky Mountain 
spotted fever as 80 per cent. Dr. William 
H. Holmes, late Professor of Medicine at 
Northwestern University, that the 
death rate varies from 5 per cent to 20 or 
25 per cent, except in Montana, where it “‘is 
about 40 per cent’; but Dr. Holmes’s statis- 
tics are not so attention-arresting as are 
De Kruif’s. 

In the September issue of the Digest, Dr. 
De Kruif blithely assures the public that it 
is now possible to cure syphilis in one day— 
an eight-hour working day, at that—by a 
combination of fever and arsenic. Accord- 
ing to the Journal of the American Medical 
Association (Sept. 5), the only foundation 
for this forthright statement is an extract 
from an article on fever therapy by Simp- 
son, Kendell and Rose, published in the 
British Journal of Venereal Diseases for 
January-April, 1941. The authors described 
the treatment of a few cases by fever and 
mapharsen, but concluded: “The results of 
this purely experimental undertaking will be 
made the subject of a Jater report.” 

It may be recalled that earlier in the year 
a sure cure for athlete’s foot was given the 
public through this same medica] medium. 
This “‘cure’’, consisting of the application of 
equal parts of camphor and phenol to the 
affected parts, resulted in nasty sloughs in 
some of Dr. De Kruif’s patients. Some years 
ago in the Ladies’ Home Journal, Dr. De 
Kruif turned tuberculosis expert and advised 
his readers who had tuberculosis that they 
could all be cured by having their Jungs co)- 
lapsed, and that if their doctors would not 
do this for them, it was because the doctors 
were ignorant or because they wanted their 
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patients to stay sick in order that they might 
receive larger fees. In this article he named 
seven places in the United States where col- 
lapse therapy might be had—four in his 
own native state. In North Carolina alone 
there were then at least fifteen institutions 
and twenty-five private physicians equipped 
fo give this treatment. 

Was not Oliver Wendell Holmes respon- 
sible for the mot that a certain Harvard pro- 
fessor taught so many subjects that he did 
not occupy a chair, but a whole settee ? When 
one considers that Dr. De Kruif has—to his 
own Satisfaction at least—qualified as an ex- 
pert in so many medical fields, one is almost 
compelled to nominate him, not for a pro- 
fessoria) chair, but for a settee in some med- 
ical school. Who bids for his services? 

THE DIAGNOSIS OF APPENDICITIS 

One of the most valuable types of medical 
paper is the one devoted to a crisp, clear-cut 
discussion of a clinical subject. Such a paper 
appeared in the Medical Times for July, from 
Dr. Charles N. Carraway, of Birmingham, 
Alabama. Dr. Carraway gives the sequence 
of svmptoms in appendicitis as follows: (1) 
pain; (2) nausea, with or without vomiting ; 
(2) tenderness, manifested by rigidity; and 
(4) elevation of temperature and pulse. A)- 
most invariably these symptoms appear in 
the order given. The least constant Is nausea, 
and Dr. Carraway thinks that the condition 
of the stomach—whether empty or full—has 
much to do with this symptom. 

Leukocytosis is usually but not always 
present, and is of minor importance in com- 
parison to the sequence of symptoms just 
given. Dr. Carraway states: “We always 
have complete laboratory work done on all 
patients and when laboratory findings dove- 
tail with the history and physica) examina- 
tion, we consider them of value. If... not, 

. we disregard them.” 

Some years ago the late Hobart A. Hare 
said that because of the increasing emphasis 
on laboratory procedures there was danger 
that a medica] student would be graduated 
with the idea that a leukocyte count was of 
greater importance in the diagnosis of appen- 
dicitis than was palpation of the right 





lower quadrant of the abdomen. If Dr. Hare 
were living today, he would be happy to have 
such an astute observer as Dr. Carraway re- 
iterate the importance of a careful history 
and physical examination. 
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“PRIVATE PRACTITIONER 
PREFERRED” 

Under the above caption the Hawaii Med- 
ical Journal for July records an interesting 
experiment in socialized medicine recently 
carried out in Honolulu. The Military Gov- 
ernor of Hawaii ordered that all residents 
be vaccinated against smallpox, typhoid and 
paratyphoid. In the city of Honolulu the 
residents were given a choice between im- 
munization by a private physician for a fee 
and free immunization by a government 
physician. 

The government immunizations were done 
in first aid stations to which the people had 
become accustomed as gasoline rationing 
centers. The fee fixed by private physicians 
was $1.00 per treatment or $4.00 for the 
series. With this clear-cut choice between 
identical services gratis from the govern- 
ment or for $4.00 from private practitioners, 
112,897 or 56 per cent of the 201,945 persons 
immunized chose to pay for the vaccinations. 

The conclusion drawn by the Hawaii Med- 
eal Journal is that “ When John Q. Public 
has a job and is making an adequate wage, 
and when the cost of medical services is 
within his reach, he prefers to buy such care 
from a physician of his own choosing, and 
to pay the bill himself. 

“He would prefer to do this even. though 
the government offers him the same services 
and says, ‘Keep your money. Let the tax- 
payer foot the bill.’ ” 


ADDING INSULT TO INJURY 

From the beginning of the American Med- 
ical Association the initials A.M.A. have 
stood for that organization. Now, however, 
the federal government, not content ‘with 
suing the American Medica] Association for 
criminal conspiracy in restraint of trade, has 
usurped these initials for one of the newest 
and most minor collection of political hench- 
men. An Associated Press dispatch from 
Raleigh, dated September 9, bears the head- 
line: “A.M. A. Will Buy Surplus Cabbage’”’. 
The “A.M.A.” in this case stands for the 
“Agricultural Marketing Administration’. 
With so many possible combinations of the 
alphabet still left, why should our time- 
honored emblem be so desecrated? Some fed- 
eral flunkey was ignorant, malicious, or 
equipped with a moron’s sense of humor, 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


W.N., a 60 vear old white, married jeweler 
was admitted to the North Carolina Baptist 
Hospital on June 4, 1942, in a stuporous, 
moribund condition. The history was ob- 
tained from the patient’s wife and a neigh- 
bor, and is inadequate as far as details are 
concerned. However, he had apparently been 
well until about six months before admis- 
sion, when he had a massive gastric hem- 
orrhage. He was admitted to a hospita) in 
another city at that time. where an x-ray 
examination was made, and he was told that 
he had an “ulcer of the stomach’. While in 
this hospital he received seven blood trans- 
fusions. The patient gave a vague history 
of hunger pains which were relieved by soda 
for the past ten to twenty years. There was 
no history to indicate previous gastro-intes- 
tinal bleeding. 

After his discharge from the hospital he 
apparently got along quite wel) until about 
three months ago, when he began to notice 
edema of the extremities. The edema _be- 
came progressively worse, involving the 
ankles, legs, and face. He finally developed 
abdominal ascites. He was again admitted 
to the same hospital, where he was treated 
with diuretics and a salt-free diet. On this 
regimen the edema and ascites apparently 
completely subsided. At that time he was 
told that he had “cirrhosis of the liver and 
kidney trouble’. From then until the time 
of admission to this hospital he had been 
mentally confused at interva!s. At times he 
would seem quite clear ani .t other times 
he was drowsy and completely irrational. 
The periods of drowsiness had increased in 
duration and frequency up unti) the time of 
admission to this hospital, and for two weeks 
prior to admission he had been drowsy and 
irrational most of the time. About three and 
a half months before his admission to this 
hospital his wife had first noticed a mass 
over the upper part of the sternum. No in- 
formation is available as to the rate of 
growth or exact point of origin of this mass. 
The only complaint the patient admitted to 
during his illness and during his hospital 
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stay was generalized pain throughout his 
body, more pronounced in the smal) part of 
his back and in his legs. The pain was ap- 
parently rather severe and constant in char- 
acter, and the patient said he felt it “in his 
bones”. He had apparently had no fever or 
chills, but according to his wife he had been 
jaundiced on several occasions for two or 
three days at a time during the four months 
prior to his admission. There was no his- 
tory of exertional dyspnea, orthopnea, pain 
in the chest, cough, fever, or chills. 

The family and past histories could not 
be obtained in detail, but were apparently 
non-contributory. 

On physical examination the temperature 
was found to be 37.3 C., the pulse 120, res- 
pirations 18, and blood pressure 148 systolie, 
100 diastolic. The patient was an emaciated 
white man who was quite drowsy. He re- 
sponded to questions very slowly, and was 
at times irrational. The skin was sallow but 
was not definitely icteric. The sclerae and 
mucous membranes were clear. The pupils 
were round, regular and equal, and reacted 
well to light and accommodation. The optic 
dises were well outlined and there was phy- 
siological cupping. Throughout both fundi 
there were numerous hemorrhages, some of 
which were flame-shaped and some of which 
were very (ark, discrete, round and sur- 
rounded by pale zones. No exudates were 
seen. There was no unusua] lymphaden- 
opathy. A few shotty inguinal nodes were 
palpable. The percussion note over the chest 
was normal, and no rales were heard. There 
was a slight decrease in the breath sounds 
over the left chest. The heart size could not 
be accurately determined by percussion, but 
there was apparently some enlargement to 
the left. The heart sounds were distant. the 
rhythm was regular, and no murmurs were 
heard. The abdominal wall was flabby and 
was not distended. A sharp liver edge which 
was smooth and moderately tender was felt 
at the level of the umbilicus. Liver dullness 
extended up just above the right costal mar- 
gin. The spleen was not palpable. No other 
abdominal masses were noted. The prostate 
was not enlarged and was thought to be nor- 
mal. Examination of the extremities was 
negative except for tenderness to pressure 
over the shafts of both femurs. There was 
tenderness to percussion over the sacrum. 
Over the upper end of the sternum near the 
sterno-clavicular articulation and to the 
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right of the midline there was a firm, non- 
tender, rounded, mass about 4 by 6 cm. in 
size, which was not attached to the skin, but 
which seemed to be firmly attached to the 
underlying tissue. It was bony in consis- 
tency. Neurological examination was nega- 
tive. 

The urine examination was negative ex- 
cept for an occasional white cell. Two exam- 
inations of the urine for Bence-Jones protein 
were negative. The hemoglobin was 35 per 
cent, the red blood cells 2,225,000, the white 
blood cells 8100, with 57 per cent polymor- 
phonuclears, 5 per cent large lymphocytes, 
35 per cent small lymphocytes, 2 per cent 
monocytes, and 1 per cent eosinophils. No 
abnormal cells were noted. The nonprotein 
nitrogen was 32 mg. per 100 cc. The icteric 
index was .5.5. The blood Kahn test was neg- 
ative. There was less than 5 per cent reten- 
tion of bromsulfalein in thirty minutes. The 
spinal fluid was under a pressure of 125 mm. 
of water. It was clear, and there were no 
cells. The Pandy reaction was 1 plus. The 
spinal fluid Kahn test was negative. 

An x-ray of the chest showed an old frac- 
ture of the ninth rib in the axillary line on 
the left, with a moderate amount of callus 
formation at the site of the fracture. There 
was a moderate amount of stringy fibrosis 
in both lungs, with a thickened interlobar 
pleura on both sides. There was nothing to 
suggest metastatic disease of the lung. The 
cardiac shadow showed marked enlargement, 
predominantly of the left ventricle. The 
aorta was slightly enlarged. An x-ray of 
the cervical spine showed hypertrophic 
arthritic changes. X-ray examination of the 
pelvis showed marked calcification of the iliac 
vessels. There were diffuse mottled areas of 
osteoporosis in the wings of the ileum, in 
the head of the femur, and in the pubic bone. 
These areas of rarefaction had the appear- 
ance of senile osteoporosis. However, meta- 
static malignancy of the bone could not be 
definitely ruled out. 

The patient was given parenteral fluids, 
and opiates were required to keep him com- 
fortable and free of pain. On the second hos- 
pital day a biopsy of the tumor mass was 
made. The patient’s mental state gradually 
became more cloudy, so that after three days 
in the hospital it was impossible to rouse 
him. On the fourth hospital day he developed 
evidence of left sided facial weakness. No 
other neurological signs appeared. On the 
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fifth hospital day about twenty-four hours 
before death he developed signs of fluid at 
the base of the left lung. The temperature 
and pulse rate gradually increased to a peak 
of about 39.4 C. and 150 respectively. He 
died quietly six days after admission to the 
hospital. 


Discussion 


Dr. TINSLEY HARRISON: One prefers to ex- 
plain all of the important abnormal findings 
in a given patient on the basis of a single 
disease process. In this instance I know of 
no single disorder which can account for the 
rather numerous findings. It is necessary to 
assume at least two and possibly three inde- 
pendent diseases, each of which produces one 
or more important manifestations. 

The patient’s blood pressure was 148 sys- 
tolic, 100 diastolic in spite of emaciation and 
cachexia. Since in moribund patients there 
tends to be a decline in blood pressure, one 
suspects that the pressure was higher during 
life, and this suspicion is strengthened by 
the presence of hemorrhages in the eye- 
grounds. Although severe anemia may lead 
to retinal hemorrhages, the anemia usually 
has to be even more severe than that in this 
patient in order to produce such changes. 
Leukemia typically leads to white centered 
spots with a surrounding zone of hem- 
orrhage, and this description does not cor- 
respond to that of the hemorrhages in this 
case. Hence, I think we have to assume that 
the hemorrhages were the result of vascular 
disease, and since changes in the retinal 
blood vessels usually parallel closely those in 
the renal blood vessels, we are justified in 
making a diagnosis of hypertension with be- 
nign nephrosclerosis. This was apparently 
the cause of the cardiac hypertrophy. A 
large, smooth, tender liver can be accounted 
for by the assumption of a minima] degree 
of cardiac failure. The story of edema fol- 
lowed by ascites, which completely disap- 
peared following diuretic drugs, can also be 
ascribed to cardiac failure, which was more 
marked in the past than at present. Of 
course the absence of dyspnea in the story 
is against the patient’s having had conges- 
tive heart failure, but we have to remember 
that the history was obtained, in the main, 
from the patient’s wife and is probably less 
reliable than it would have been if one had 
been able to get it in detail from the patient. 
In a man of this age with cardiac enlarge- 
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ment, hypertension and retinal hemorrhages, 
cerebral arteriosclerosis is commonly pres- 
ent. The mental confusion, which cannot be 
ascribed to either renal or hepatic insuffici- 
ency—for the function tests of these organs 
were satisfactory—, can be accounted for by 
assuming changes in the smaller cerebral 
blood vessels. Such an assumption likewise 
explains the terminal development of facial 
paralysis. Our first diagnosis, therefore, is 
hypertensive cardiovascular disease with 
benign nephrosclerosis, cardiac hypertrophy 
and rather wide-spread arteriolar and arte- 
rial sclerosis. The patient probably had car- 
diac failure in the past, and the finding of a 
large, smooth liver and of fluid in the chest 
in the terminal stages of the illness suggests 
some degree of cardiac failure toward the 
end. 

A second important manifestation which 
has to be accounted for is the story of gas- 
tro-intestinal hemorrhage six months before 
death. This certainly indicates an ulcerative 
lesion in the gastro-intestinal tract, and 
when taken with the x-ray report and the 
rather vague history of hunger pain, makes 
one suspicious of a peptic ulcer. Whether or 
not this peptic ulcer had anything to do with 
the later sequence of events is uncertain, but 
I think that we are justified in making a 
diagnosis of peptic ulcer as a second disease 
affecting this patient. 

In order to account for the patient’s death 
it is necessary to assume a third disease pro- 
cess. Aside from the manifestations which 
have been discussed, the patient had bone 
pain with tenderness, questionable intermit- 
tent jaundice, a mass over the sternum, a 
severe anemia of the hypochromic type, 
osteoporosis, a fractured rib without history 
of trauma, and evidence of thickened pleura. 
It seems unlikely that any metabolic dis- 
order such as hyperparathyroidism or xan- 
thomatosis could account for these manifes- 
tations in the progressive manner in which 
they occurred in this patient. I think, there- 
fore, that we have to make a diagnosis of 
bone malignancy. Our major problem in 
diagnosis is to determine the type of bone 
malignancy. 

One may conveniently divide the bone 
malignancies into three major groups, as 
follows: (1) the primary tumors of bones 
or cartilage, (2) tumors primary in the 
hematopoietic tissue, and (3) metastatic 
bone malignancy as the result of extension 
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from tumors primary at other sites of the 
body. As regards the primary bone sarcomas 
we should remember that these are usually 
diseases of young people and that most of 
them do not metastasize to bone. The Ewing 
tumor (endothelial myeloma) is an excep- 
tion in this respect. It is a primary tumor 
of bone which frequently involves other 
bones by metastasis. In this respect the case 
under discussion would fit the clinical picture 
of Ewing’s tumor, for there was a large 
mass in the sternum or ribs which might 
have been a primary tumor, and clinical evi- 
dence of metastasis (the x-ray evidence was 
by no means conclusive) to other bones. 
However, the sternum and ribs are rare sites 
for primary origin of Ewing’s tumor, and 
most of the patients with endothelial myel- 
omas are young, being in the second, third 
or fourth decade. Endothelial myeloma is so 
rare in people beyond the age of 40 that | 
think we can probably exclude it in this case. 

In some respects the clinical picture sug- 
gests a long-standing osteochondroma which 
had undergone malignant change. Such a 
change may occur in a benign tumor of many 
years’ duration, and if the story were that 
of a tumor of the sternal region which had 
been present for a long time and had recent- 
ly begun to enlarge, one would be tempted 
to make a diagnosis of chondrosarcoma. 
However, the story suggests that the sternal 
tumor was of recent origin. 

As regards bone malignancy in association 
with disease of the hematopoietic apparatus, 
several possibilities arise. The normal] leuko- 
cyte count would make leukemia improbable, 
and the patient’s age would seem to exclude 
chloroma. The lymphomatous diseases (in- 
cluding Hodgkin’s disease and its variants) 
need to be thought of in every patient pre- 
senting a bizarre clinical picture with a fatal 
result. The absence of lymph node enlarge- 
ment would make Hodgkin’s disease in its 
several forms improbable. However, some of 
the other lymphomas, and more particularly 
the reticulum cell sarcoma, may occur and 
involve the internal nodes extensively with- 
out any involvement of the superficial nodes. 
The thing which seems to me to be against 
reticulum cell sarcoma and other forms of 
lymphosarcoma in this patient is the mass 
in the sternal region. This mass apparently 
arose from the bone, and although extensive 
invasions of the bone may occur in several 
varieties of lymphoma, it is exceptional] for 
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one of the lymphomatous diseases to cause 
a mass as large as that felt over the sternum 
in this patient. 

The patient’s age and sex are quite com- 
patible with multiple myeloma. Masses of a 
size equal to that noted in this patient, or 
even larger, sometimes occur. Involvement 
of the sternum and ribs are particularly 
common in myeloma, and pathological frac- 
tures of ribs, such as this patient had, are 
more characteristic of multiple myeloma 
than of any other disease. The recent history 
of dropsy would fit into the picture, because 
a nephrotic, or more rarely a nephritic, con- 
dition occurs in 80 to 90 per cent of the pa- 
tients with multiple myeloma. There are cer- 
tain features which are against the diagnosis 
of multiple myeloma—notably the absence of 
tenderness in the mass and the absence of 
Bence-Jones protein in the urine. However, 
proteinuria of this type is not present in all 
cases, and the patient’s age, with the mul- 
tiple bone involvement and the large mass 
over the sternum, plus a pathological frac- 
ture of a rib, makes this one of the most 
probable diagnoses. 

In any patient 60 years of age with severe 
pain of the bones and with a fatal outcome 
of the disease, one thinks first of all of pri- 
mary carcinoma with metastasis to the 
bones. The common sites are the breast, the 
prostate, the thyroid and the kidneys (most 
of the tumors spoken of as hypernephromas 
are actually renal carcinomas). This pa- 
tient presents no evidence of carcinoma from 
any of these sites. It is less common for 
primary carcinoma of the female. genitalia 
and of the stomach to metastasize to bones. 
However, it occurs in a small percentage of 
patients, and I think one of the diagnoses 
that has to be considered most seriously in 
the patient is carcinoma of the stomach with 
bone metastases. 

The story of hunger pains for years with 
recent bleeding suggested peptic ulcer, and 
this patient may have had one of those ulcers 
which had undergone malignant degenera- 
tion and subsequently spread over the body 
with extensive osseous involvement. The x- 
ray changes in the patient are not character- 
istic of any type of bone malignancy. How- 
ever, I think that the clinical picture is 
rather conclusive in this regard. 

In summary, it seems to me that we are 
faced with a choice between a diagnosis of 
multiple myeloma and one of carcinoma of 
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the stomach. Two features lead toward the 
former rather than the latter diagnosis. One 
is the large mass apparently arising from 
the sternum. Such a mass fits much better 
with multiple myeloma than with metastatic 
carcinoma, for in the latter condition the 
metastatic bone lesions are usually fairly 
small. The second feature is the pathological 
fracture of the rib, which is so characteristic 
of multiple myeloma. 

I believe that this patient had three differ- 
ent and unrelated diseases: (1) Hyperten- 
sive cardiovascular disease with cardiac hy- 
pertrophy, benign nephrosclerosis, vascular 
retinitis and sclerosis of the cerebral vessels; 
(2) peptic ulcer; and (3) multiple myeloma- 
tosis. 


Pathological Discussion 


Dr. ROBERT P. MOREHEAD: As Dr. Harri- 
son pointed out, this patient suffered from 
several diseases. The first relates to the cir- 
culation, and the autopsy findings were those 
of arteriolosclerosis, an enlarged heart (con- 
centric left ventricular hypertrophy ), spleno- 
megaly, hepatomegaly, and transudation into 
the abdominal cavity. 

A typical gastric ulcer in the region of the 
pylorus readily explained the gastro-intesti- 
nal hemorrhages. 

The third disease and the one responsible 
for the patient’s death presented to the clin- 
icians a much more difficult diagnostic prob- 
lem than the two rather obvious conditions 
noted above. From the available data one 
should consider strongly the possibility of a 
chondroma showing malignant characteris- 
tics. In considering this group of tumors, 
one must differentiate between the multiple 
small phalangeal tumors which commonly 
occur in children and are almost universally 
benign and the group of large chondromas 
usually occurring singly in the sternum and 
long bones of adults. The latter group are 
prone to behave as malignant tumors, al- 
though cytologically they are benign. The 
strongest evidence against this tumor’s being 
a chondroma or multiple myeloma is its 
roentgenologic appearance. In a cartilagi- 
nous tumor one sees expansion of the cortex 
without marked bone destruction and with- 
out an infiltrating shadow. In multiple mvel- 
oma punched out areas of bone destruction 
are present. 

Examination of the sternal tumor revealed 
its location to be subperiosteal for the most 
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part, with very little bone destruction but 
with invasion of the bone marrow space by 
tumor tissue. There was marked extension 
of the tumor to the lymphatics of the parietal 
pleura, and the mediastinal lymph nodes 
were replaced by tumor tissue. In one area 
the thoracic vertebrae were involved, pre- 
senting a tumor mass very similar to that 
seen in the sternum. These tumor masses 
resembled both grossly and roentgenologic- 
ally Ewing’s tumor of bone. 

Microscopically the tumor tissue every- 
where presented the appearance of typical 
reticulum cell sarcoma, and this case should 
be classified as a reticulum cell variant of 
Ewing’s tumor. This reasoning becomes ra- 
tional when one recalls that the cells which 
constitute Ewing’s tumor are in all proba- 
bility lymphocytes and lymphoblasts which 
are in turn derived from reticulum cells. 


Pathological Diagnosis 


1. Concentric cardiac hypertrophy 

2. Arteriolosclerosis with benign arteri- 
olonephrosclerosis 

3. Atherosclerosis 

4. Gastric ulcer 

5. Reticulum cell variant of Ewing’s tu- 


mor (reticulum cell sarcoma) 





Winthrop Chemical Company, Ine. 

Dr. Harold L. Hansen has been appointed admin- 
istrative assistant to the president of inthrop 
Chemical Company, Inc., according to an announce- 
ment made recently by Dr. Theodore G. Klumpp, 
president. He takes up his new duties immediately. 

Before joining Winthrop, Dr. Hansen was secre: 
tary of the Council on Dental Therapeutics of the 
American Dental Association, director of the A.D.A. 
Bureau of Chemistry, and consultant to the Federal 
Food and Drug Administration, the Federal Trade 
Commission and the Council on Pharmacy and Chem- 
istry. 





The Importance of Specification 

Some physicians think it is commercial to specify 
a maker’s name. 

On the other hand, a physician of international 
reputation and unimpeachable standing has ex- 
pressed himself as follows: 

“I invariably specify Mead’s whenever I can, be- 
cause I feel that when I don’t specify a definite 
brand, the effect may be the same as though I were 
to specify that any brand would do. 

“By not specifying, I Jet down the bars to a host 
of houses, many entirely unknown to me and others 
deserving no support at my hands. 

“When I specify Mead’s I may be showing favor- 
itism, but at least I know that I am protecting my 
results. If, at the same time, my self-interested act 
encourages a worthy manufacturer to serve me 
better, I can see no harm in that.” 

Mead Johnson & Company, Evansville, Ind., 
U.S.A., have to depend upon the physician to specify 
MEAD’S because they do not advertise or “mer- 
chandjse” their products to the public. 
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MEDICOLEGAL ABSTRACT 


J. F. Owen, M. D., LL.B. 
Raleigh 


Workman’s Compensation: Although tuber- 
culosis is not an occupational disease, it is 
compensable when contracted accidentally, 
and in the course of employment. 


This is a case in which an employee of the North 
Carolina Unemployment Compensation Commission 
brought a claim before the Industrial Commission 
for disability benefits. It was alleged that his dis- 
ability resulted from his contracting tuberculosis 
from a fellow employee. 

The first hearing was before a single Commis- 
sioner, and the case was later heard before the full 
Board. The evidence tended to show that the claim- 
ant worked in an overcrowded office, which was 
poorly ventilated, and it was brought out that he 
worked at a narrow table opposite a fellow employee 
who suffered from active pulmonary tuberculosis. 
The affected employee would at times involuntarily 
and unexpectedly cough directly in the claimant’s 
face, and it was stated that as a result thereof, the 
claimant, who had theretofore been healthy, con- 
tracted pulmonary tuberculosis. 

Two physicians testified, upon the basis of hypo- 
thetical questions, that in their opinion the claim- 
ant contracted the disease as indicated in the evi- 
dence. 

The Industrial Commission awarded the usual 
benefits which the law allowed, whereupon the Un- 
employment Compensation Commission, the defend- 
ant in the case, appealed to the Superior Court. The 
Superior Court sustained the findings of the Indus- 
trial Commission, and the case was then appealed 
to the Supreme Court. 

The Supreme Court, although not in complete 
arreement, inasmuch as two of the justices dis- 
sented, felt. that while tuberculosis was not a com- 
pensable occupational disease—that is to say, one 
which is inherent in, or incident to, the nature of 
employment—, the disease was contracted accident- 
ally, and arising out of, and in the course of the 
claimant’s employment. The fact that the disease 
was accidentally contracted brought it within the 
meaning of the Compensation Act, and as a conse- 
quence the claimant was awarded the usual benefits 
from a disability contracted in this manner. It was, 
therefore, held by the Supreme Court as follows: 

“Such coughing was untoward, unfortunate, and 
unusual in its proximity to, and its effect upon, 
claimant, and constituted an accident, and the evi- 
dence is sufficient to support the findings of the 
Industrial Commission that claimant’s disease re- 
sulted naturally and unavoidably from an ‘accident’.” 

The Supreme Court affirmed the action of the 
Superior Court, which had awarded the claimant 
the usual benefits allowed by the Compensation Law. 

(North Carolina Supreme Court, Vol. 217, Page 
769. Decision rendered Spring Term, 1940.) 








Young people attending tuberculosis patients must 
be very closely watched. Tuberculosis-negative per- 
sons are especially in danger. Even the tuberculin- 
positive persons, if young, may have become positive 
only very recently and therefore are still not out of 
danger. All newly discovered x-ray lesions in young 
adults must be treated as potential phthisis—by a 
period of observation under rest. Edgar Mayer, 
M.D. and Israel Rappaport, M.D., Jour. of Amer. 
Med, Assn., Apr. 4, 1942. 
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THE EFFECTS OF THE WAR ON THE 

MEDICAL SERVICE IN THIRTY-EIGHT 

NORTH CAROLINA COUNTIES WITH 
LIMITED PERSONNEL 


MARSHALL I, PICKENS 
Hospital Section 


THE DUKE ENDOWMENT 


The thirty-eight counties in the attached 
tabulation had in 1940 231 active physicians 
for a population of 558,658, or one active 
physician for every 2,418 persons. On July 
1, 1942, there were 179 physicians in active 
practice in these counties, or one physician 
for every 3,121 persons. 
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In addition to the 179 physicians in active 
practice, 30 physicians from the thirty-eight 
counties were in military service and 3 were 
awaiting call as of July 1, 1942, making a 
total of 212 active men who under normal 
conditions would be in practice in these coun- 
ties. Of the 212 physicians available, 33 or 
15.6 per cent were in military service or 
awaiting ca)). 

During the two-year period 1940-1942, the 
number of physicians in active practice in 
the thirty-eight counties decreased from 231 


to 179, a loss of 52 physicians, or 22.5 per 
cent. Of the 52 physicians lost, 33 went into 
military service and 19 were removed by 
death, retirement, or by moving to other 
locations. 








1942 





In Military Age Groups of Active 











»Yv40D Service Physicians Left in Practice 
"In Population “In Population Percent. 
Active Per Active Per of Active 70 & 
Counties Practice Physician Practice Phusician Number Men 55 05 6b 09 Over 
TOTAL (38 counties) 231 2,418 179 3,12] 33 15.6 57 10 16 
Alexander 5 2,691 5 2,691 0 0 3 0 1 
Alleghany 6 1,390 8 2,780 0 0 1 0 v 
Ashe y 2,518 y 2,518 0 0 2 0 3 
Avery q 1,937 q 1,937 2 22.2 J 0) 0 
Bladen 7 3,879 6 4,526 2) 14.3 1 0 0 
Brunswick 6 2,854 4(*) 4,281 l 20.0 0 0) 0 
Camden 3 1,813 3 1,813 0 0 2 0 0 
| ere ec 4 §,008 4 5,008 0) 0 2 0 l 
Chatham 10 2,473 6 4,121 2 25.0 0 0 f) 
Chowan 6 1,929 4 2,893 ] 20.0 3 0 0 
SRR RR SEE 2 3,203 2 3,203 0 0 0 1 0 
Currituck 2 3,355 3 2,236 0 0 1 0 1 
Dare 5 1,208 3 2,014 1 25.0 2 0 l 
Davie 6 2,485 43) 3,727 2 33.3 2 0 1 
Gates 3 3,353 2 3,353 0 0 1 0 0 
RI, ssid vsntepsEstcsnabmaseabnonar 3 2,139 1 6,418 1 50.0 0 0 0 
Greene 6 3,091 ° 5 3,710 0 0 1 0 0 
Hertford 8 2,419 5 3,870 3 37.5 1 0 0 
Hyde 6 1,310 2 3,930 I 83.3 2 0 0 
Jackson 7 2,767 7 2,767 1 12.5 2 2 0 
OT RP bef SE SES, 4 2.732 4 2,732 0 0 ] ] 0 
Macon 7 2,269 5 3,176 “Ss 16.7 1 0 2 
Madison 6 8,754 6 3,754 0 0 Z 0 0 
I Bo Net ae 6 1,998 6 2,663 0 0 1 i) 1 
Montgomery 6 2,713 6 2,713 0 0 3 0 0 
Onslow 8 2,242 1 2,563 1 12.5 2 () 0 
ERE ene ome mA 5 1,941 3 8,235 1!4) 25.0 1 1 0 
a a Ta 5 3,542 5 3,542 0 0 2 0 1(5) 
Perquimans ... 5 1,955 5 1,955 0 0 2 0 0 
SIRI Sas: 10 2,503 10 2,508 1 9.1 3 0 1 
Polk .. 8 1,484 d 2,968 38) 42.9 3 0 0 
Stokes. ........ 10 2,266 6 4,531 1 16.7 1 0 ] 
Swain 10 1,218 6 2,029 0 0 1 1 0 
Transylvania 6 2,040 6 2,448 47) 44.4 1 2 ). 
fo. ae 1 5,556 1 5,556 0 0 0 0 0 
Warren .......... ne a 2,572 7 3,306 2 22.2 3 0 0 
PRI icc disasurhartnadenotbesaecs 7 1,760 5 2,465 2 28.6 0 1 0 
Yancey ater 5 3,440 3 5,734 1 25.0 1 ] 1 


*Exeluding physicians in Public Health work. 1—Awaiting call. 2—Dr. L. G. Brown at Fort Caswe)) 
does some.local practice. 3—2 with limited practice, Drs. Greene and Byerly. 4—In Army at present 
but may return home soon, 5—Part time practice, 6—Dr, A, J, Jervey,-Jr, killed in action, June, 1942. 
7—2 awaiting ca)). P 
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Of the 179 physicians left in active prac- 
tice, 83, or 45 per cent, are 55 years of age 


and over. Of the 83 men over 55 years of 
age, 57 are between 55 and 65, 10 between 
66 and 69, and 16, 70 years of age and over. 

The 179 men left in active practice in these 
counties will have an average of 439 more 
persons dependent upon them for medical 
care than would have been the case had no 
physicians been removed for military service 
—3,121 persons per physician as compared 
with 2,682. 

To provide adequate medical care, the 
generally accepted minimum standard is one 
physician for every 1,500 persons. These 
thirty-eight counties now average one physi- 
cian for every 3,121 persons—more than 
double the maximum load a physician should 
earry. There are four counties of the 
thirty-eight where the average number of 
persons per physician is 5,000 or more. 

A further consideration is the fact that 
twenty-seven of the thirty-eight counties 
listed have no hospital facilities, which places 
a further limitation on the physicians in 
these communities in providing adequate 
medical service. 

Another factor is the fact that the average 
income of physicians in rura) areas is low. 
As a result, the compensation offered to med- 
ical officers by the Government has a ten- 
dency to draw men from these areas, espec- 
ially the younger men. No one will blame the 
young physician for leaving; he has an op- 
portunity to serve his country in time of war, 


the compensation is better, and facilities for 
further training and experience are made 


available to him. 





Major William Francis Martin, Chief Surgeon to 
Langley Field Station Hospital, Virginia, has noti- 
fied the Journal that his name was omitted from the 
list of doctors from North Carolina who have re- 
ceived commissions since May 1, 1942. Dr. Martin, 
formerly of Charlotte, was commissioned as a Major 
in the air corps on July 18, 1942, 





Physicians serving as full-time qualified health 
officers and those who head administrative units 
within health departments have been declared essen- 
tial to the protection of the civilian population and, 
therefore, not available for military duty, by the 
Procurement and Assignment Service of the War 
Manpower Commission. 

In setting up the criteria governing the status of 
qualified health officers, the Commission approved 
the recommendations made by the Advisory Com- 
mittee on Public Health, of which Dr. Carl V. Reyn- 
olds, State Health Officer for North Carolina, is the 


chairman. 
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POLICIES GOVERNING THE INITIAL APPOINT- 
MENT OF PHYSICIANS AS MEDICAL 
OFFICERS 

The Surgeon General of the Army published de- 
tailed information concerning policies governing the 
initial appointment of physicians as medical officers 
on April 23, 1942. Necessary changes are given wide 
publicity, at his request, in order that the individual 
applicants, and all concerned in the procurement of 
medical officers, may know the status of such ap- 
pointments. 

The current military program provides for a defi- 
nite number of position vacancies in the different 
grades. The number of such positions must neces- 
sarily determine the promotion of officers already on 
duty and, in addition, the appointment of new offi- 
cers from civilian life. Such appointments are limited 
to qualified physicians required to fill the position 
vacancies for which no equally wel] qualified medi- 
cal officers are available. Such positions ealling for 
an increase in grade should be filled by promotion of 
those already in the service, insofar as possible, and 
not by new appointments. 

If this policy is not followed, it would definitely 
penalize a large number of well qualified Lieutenants 
and Captains already on duty by blocking their 
promotions which have been earned by hard work. 
In view of these facts, it has been deemed neces- 
sary to raise the standards of training and experi- 
ence for appointment in grades above that of First 
Lieutenant. 

With this in view, The Surgeon General has an- 
nounced the following policy which will govern ac- 
tion to be taken on all applications after September 
15, 1942: 

All appointments wil] be recommended in the 
grade of First Lieutenant with the following ex- 
ceptions: 

Captain. 1. Eligible applicants between the ages 
of 37 and 45 will be considered for appointment in 
the grade of Captain by reason of their age and 
general unclassified medical training and experience. 

2. Relow the age of 37 and ABOVE the age of 
32, CONSIDERATION for appointment in the grade 
of Captain will be given to applicants who meet all 
of the following minimum requirements: 

a. Graduation from an approved medical school. 

b. Internship of not less than one year, prefer- 
ably of the rotating type. 

c. Special training consisting of 3 years’ resi- 
dency in a recognized specialty. 

d. An additional period of not less than 2 years 
of study and/or practice limited to the spec- 
lalty. 

8. Eligible applicants who previously held com- 
missions in the grade of Captain in the Medical 
Corps (Regular Army, Nationa) Guard of the United 
States, or Officers Reserve Corps) MAY BE CON- 
SIDERED for appointment in that grade provided 
they have not passed the age of 45 years. 

Major. 1. Elizible applicants between the ages 
of 37 and 55 MAY BE CONSIDERED for appoint- 
ment under the following conditions: 

a. Graduation from an approved school. 

b. Internship of not less than one year, prefer- 

ably of the rotating type. 

c. Special training consisting of 3 years’ resi- 
dency in a recognized specialty. 

d. An additional period of not less than 7 years 
of study and/or practice limited to the spec- 
ialty. 

e. The existence of appropriate position vacancies. 

f. Additional) training of a specia) nature of value 
to the military service, in lieu of the above, 
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2. Applicants previously commissioned as Majors 
in the Medical Corps (Regular Army, National 
Guard of the United States, or Officers Reserve 
Corps) whose training and experience qualify them 
for appropriate assignments may be CONSIDERED 
for appointment in the grade of Major provided they 
have not passed the age of 55. 

Lieutenant Colonel and Colonel. In view of the 
small number of assignment vacancies for individ- 
uals of such grade, and the large number of Reserve 
Officers of these grades who are being called to duty, 
such appointments will be limited. Wherever pos- 
sible, promotion of qualified officers on duty will be 
utilized to fill the position vacancies. 

Much misunderstanding has arisen concerning 
recognition by Specialty Boards and membership in 
specialty groups. It will be noted that mention is 
not made of these in the preceding paragraphs. This 
is due to the variation in requirements of the differ- 
ent Boards and organizations. Membership and 
recognition are definite factors in determining the 
professional background of the individual, but are 
NOT the deciding factors, as so many physicians 
have been led to believe. 

The action of the Grading Board, established by 
The Surgeon General in his office, is final in tender- 
ing initial appointments. Proper consideration must 
be given such factors as age, position vacancies, the 
functions of command, and original assignments. All 
questionable initial grades are decided by this Board. 
Due to the lack of time, no reconsideration can be 
given. 

There are in the age group 24-45 more than a 
sufficient number of eligible, qualified physicians to 
meet the Medical Department requirements. It is 
upon this age group that the Congress has imposed 
a definite obligation of military service through the 
medium of the Selective Service Act. The physicians 
in this group are ones needed NOW for active duty. 
The requirements are immediate and imperative. 
Applicants beyond 45 years may be considered for 
appointment only if they possess special qualifica- 
tions for assignment to positions appropriate to the 
grade of MAJOR or above. 





OFFICE OF CIVILIAN DEFENSE 


DR. BAEHR VISITS ENGLAND 


Dr. George Baehr, Chief Medical Officer, Office of 
Civilian Defense, has gone to England to study 
Britain’s Emergency Medical Service and confer with 
medical leaders. Dr. Baehr will remain abroad for 
several weeks. 

i) a 


SUPPLEMENTAL STAFFS FOR EMERGENCY 
BASE HOSPITALS 


Selected hospitals and medical schools in the 
coastal States have been invited by the Surgeon 
General of the U. S. Public Health Service to organ- 
ize affiliated staff units which will be ready to serve 
when needed to supplement the medical staffs of 
Emergency Base Hospitals, -now being designated 
by the Medical Division of the Office of Civilian 
Defense. These units resemble the affiliated hospital 
units of the Army except that they are smaller in 
size. They are being organized in order to assure 


suitable status and remuneration for physicians who 
may be called upon in the event of an enemy attack 
in their locality to care for casualties and other pa- 
tients who have been evacuated to the interior of 
their region. 
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NEW APPOINTMENT 


Dr. Ward L. Mould of the Washington staff of the 
Medical Division, Office of Civilian Defense, has been 
appointed medical adviser to industrial plants to 
assist plant authorities in planning for adequate 
medical services in the event of a major emergency, 
in cooperation with the Emergency Medical Service 
organized in communities. 

* * * * 


DENTISTS IN TRAINING To AID PHYSICIANS 


Sixteen dentists in Flint, Michigan, are taking 
special training in Flint hospitals at the invitation 
of the Genesee County Medical Society to enable 
them to assist physicians by performing certain med- 
ical procedures, and thus to relieve the growing 
shortage of physicians created by the demands of 
military service. 

The training will qualify the dentists in the fol- 
lowing procedures: Obtaining blood for examina- 
tions, intravenous feeding, intramuscular injections, 
intravenous injections and obtaining blood from 
donors for blood banks. a 

Several of the number are already qualified in 
some of these fields and are assisting in clinics and 
with Selective Service examining boards. 

Colorado dentists are engaged in a similar pro- 
gram under the auspices of the Colorado State Den- 
tal Association and the Committee on Emergency 
Medical Service of the State Defense Council. 





LIEUTENANT COLONEL SAM F. SEELEY 
TRANSFERRED TO MILITARY DUTY 


The Directing Board of the Procurement and 
Assignment Service for Physicians, Dentists, and 
Veterinarians, has formally expressed its apprecia- 
tion of the services rendered by Colonel Sam F. 
Seeley, who has been transferred to military duty. 





NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


Miss Mary Ruth Hunt, New Hanover County, 
North Carolina, is the winner of third prize in an 
essay contest sponsored by the United States Public 
Health Service in connection with its malaria control 
work in the South. Miss Hunt is one of twenty-six 
Southern school teachers who recently attended a 
two-weeks’ course of lectures on malaria control 
sponsored by the Service and held at the University 
of Tennessee. At the close of the lecture series, 
students submitted essays describing their reactions 
to the course. The essays were judged by Public 
Health Service medical officers and sanitary engi- 
neers connected with malaria control work. 

Winners of first and second prizes are: Miss Lucy 
Jane Cracraft, McCracken County, Kentucky, first 
prize; and William T. McGraw, Union County, Ken- 
tucky, second prize. 

Prevention of malaria in the armed forces and 
among vital defense workers is so important that 
the New Hanover County Health Department; in 
cvoperation with the Public Health Service, has been 
conducting an extensive program of malaria control 
in the vicinity of Wilmington this summer. As a 
part of this program, Miss Hunt has been carrying 
on an educational program among the adults of the 
county during July and August. She has returned 
to her duties. 
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“Major-General Lewis B. Hershey’s announcement 
that men who have been rejected because of positive 
syphilis tests will be absorbed by the Army did not 
come any too soon,” Dr. Carl V. Reynolds, State 
Health Officer, declared. 

“Reports compiled by the United States Public 
Health Service show that out of the first 1,000,000 
men examined for selective service 47,552 were re- 
jected because they had syphilis. Major-General 
Hershey’s announcement that these will be reconsid- 
ered and some of them taken into the Army was 
accompanied by the statement that within three 
months the 4,500,000-man goal advocated in June by 
Army Staff General George C. Marshall will have 
been realized. 

“Basing estimates on rejections among the first 
1,000.000 men, this means that there will be a total 
of 213,984 rejected syphilitics taking refuge behind 
our 18 and 19-year-old boys and married men with 
dependent children and those whose wives are incap- 
able of earning a living... . 

“We are told that even married men with depen- 
dent children will have to be drafted by the last 
quarter of 1943. Would it not be the part of wisdom 
to take first the syphilitic who can be cured? 

“Curing syphilis is not nearly as expensive as 
having to support dependent families. For the 
Army to treat and rehabilitate these men, many of 
whom, perhaps, would rather go on suffering with 
syphilis than to fight, would release just that much 
money, time, effort and equipment for treating those 
in civilian life who are not eligible for military 
service. One new method of treatment has been de- 
veloped which, it is claimed, can cure syphilis in its 
first stages within eight weeks. 

“Syphilis should no longer be allowed to remain 
an asset to those who have it by giving them im- 
munity at a time when the nation is so sorely in 
need of manpower.” 





NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


The Southern Conference on Tuberculosis met in 
Memphis, Tennessee, October 5-7. Tuberculosis con- 
trol during war times was the key-note for both 
medical and non-medical sessions of the conference. 

+ * 7 os 

The Eastern North Carolina Sanatorium at Wil- 
son was dedicated on September 23, and was opened 
to receive patients on October 1. Governor J. Mel- 
ville Broughton spoke at the dedication exercises. 

* « ‘* * 


Much interest is being shown in Durham County 
in remodeling one of the county buildings for use as 
a tuberculosis sanatorium to accommodate 80 pa- 
tients. The building under consideration is a $75,000 
fireproof building located in the suburbs of Durham. 

* ~*~ * + 

North Carolina learns with regret of the resigna- 
tion of Dr. H. E. Kleinschmidt from the staff of the 
National Tuberculosis Association. He was Director 
of Health Education and under his administration 
the department has grown and its influence has in- 
creased steadily. 


NEws NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Josiah Trent of Duke Hospital spoke to the 
students and faculty of the Bowman Gray School 
of Medicine on September 23. His subject was 
“Vesalius: His Life and Times”. 
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MEETING OF -HOSPITAL MERGER COMMITTEE 
AND REPRESENTATIVES OF HOSPITAL. CARE, 
HOSPITAL SAVING, AND MEDICAL 
SERVICE ASSOCIATIONS 


Hotel Barringer, Charlotte, September 16 

The committee on hospital merger, appointed by 
the North Carolina Medical Society and consisting 
of Dr. Hamilton W. McKay, Chairman, Dr. Paul 
McCain and Dr. Julian Moore, met with the follow- 
ing representatives: Mr. E. M. Herndon, Hospital 
Care and Medical Service; Mr. E. B. Crawford and 
Mr. Robert Lassiter, Hospital Saving; Mr. J. M. 
Woolery, Actuary, North Carolina State Insurance 
Department; and Mr. Carl Flath, formerly of Michi- 
gan Hospital Service, now Administrator of the 
Charlotte Memorial Hospital, to try to bring about 
a merger between the three hospital associations 
sponsored by the medical profession—namely, Hos- 
pital Saving, Hospital Care, and Medical Service. 

Dr. I. H. Manning, Medical Director of the Hos- 
pital Saving Association, who was not able to attend 
the meeting, sent the following letter to Dr. McKay: 
Dear Dr. McKay: 

Thanks again for your invitation to the luncheon, 
and regret that I could not be present. However, I 
think Hospital Saving Association is  sufficientiy 
represented with its president. Mr. Lassiter and its 
Director, Mr. Crawford. I hope very much something 
was accomplished for I feel sure a merger, consoli- 
dation or whatever it may be called, is a step in 
the right direction. 

With best wishes, I am, 

Sincerely, 
Hospital Saving Association of N. C., Inc. 
I. H. Manning, M.D., Medical Director 


The object of the meeting was stated by the Chair- 
man, Dr. Hamilton W. McKay, and the commission 
for the conduct of the committee, with instructions 
to the committee, was read from the Transactions of 
the North Carolina State Medical Society. 

Dr. McKay directed the following question to Mr. 
J. M. Woolery, Actuary, North Carolina State Insur- 
ance Department: “If the insurance associations 
would consider a merger are there any hazards that 
would prevent such a merger?” Mr. Woolery stated 
that it was his opinion that there would be no haz- 
ards connected with the merging of the three hospital 
associations into one large association and that if it 
were finally decided upon it could be done without 
difficulty. 

There followed a discussion in which all these 
present participated, and which revealed the con- 
sensus of opinion to be that a merger of the three 
hospital associations into one strong, non-profit or- 
ganization would benefit both the associations and 
the medical profession. The representatives of the 
three associations expressed their belief that their 
organizations would consider any reasonable merge‘ 
plan. 

Following adjournment of the above conference 
an Official meeting of the committee from the State 
Medical Society was called, which passed the follow- 
ing resolution: 

“That the committee on merger, composed of Dr. 

Paul McCain, Dr. Julian Moore, and Dr. Hamilton 

W. McKay; requests the President of Hospital 

Care and Hospital Saving to appoint one man 

from each respective Board of Directors and these 

two representatives in turn-should select a neutral 
insurance advisor. That these three men, after 
making a thorough study of the two associations 
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and the insurance needs of the people, hospitals 
and doctors of the state at large, should draft a 
plan for the proposed merger. Said plan should 
then be submitted to the committee appointed 
from the North Carolina Hospital Association and 
to our committee appointed by the North Carolina 
State Medical Society. If the proposed plan is 
approved by these two committees it would then 
be submitted to the Board of Directors of Hos- 
pital Care, Hospital Saving and Medical Service 
for their approval or disapproval.” 





FIFTH DISTRICT MEDICAL SOCIETY 


Brigadier-General H. C. Coburn, Jr., Post Surgeon 
at Fort Bragg, was host to the Fifth District Medi- 
cal Society at its Fall meeting, held on October 1. 
The meeting consisted of a two-hour scientific pro- 
gram and an inspection of the medical units, fol- 
lowed by supper. 





SIXTH DISTRICT MEDICAL SOCIETY 


The annual meeting of the Sixth District Medical 
Society was held at the State Hospital at Dix Hill 
on September 18. A Clinic on “Mental Disturbances 
Most Often Seen in Private Practice” was presented 
by the staff of Dix Hill, and the following papers 
were read: 

Some Considerations of Renal Stones—Dr. W. M. 

Coppridge, Durham 

Atyvical Pneumonia — Captain 

Fort Bragg 
Pathologic 
Intestinal 
Kinston 

After the scientific program a business meeting 
was held, followed by dinner and entertainment. 

Officers for 1941-42 were Dr. Verne S. Caviness, 
Raleigh, president; Dr. John Hunter, Cary, vice 
president; and Dr. Sidney Smith, Raleigh, secretary- 
treasurer. Dr. George Carrington of Burlington is 
councilor for the Sixth District. 


H. A. Grennan, 


of Certain Gastro- 


Physiology 
Paul Whitaker, 


Symptoms — Dr. 


The 





CABARRUS COUNTY MEDICAL SOCIETY 


The Cabarrus County Medical Society had a water- 
melon feast at Parkwood August 18 and ‘invited the 
doctors’ wives and nursing and office staff of the 
Cabarrus County Hospital. This Society meets the 
first Tuesday of each month with a dinner meeting 
alternating between Concord and Kannapolis. 





FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Oren Moore of Charlotte was guest speaker at 
the first ral meeting of the Forsyth County Medical 
Society, held :n Winston-Salem on September 8. Dr. 
Robert B. Lawson and Dr. James F. O’Neill, both of 
the faculty of the Bowman Gray School of Medicine, 
were received as new members. 





(ZUILFORD COUNTY MEDICAL SOCIETY 


A Symposium on Cardiovascular Diseases was pre- 
sented by members of the faculty of the Bowman 
Gray School of Medicine at a meeting of the Guil- 
ford County Medical Society, held in Greensboro on 
September 3. Those taking part were Dr. George 


Harrell, Dr. John Williams, Dr. Robert McMillan, 
and Dr. Tinsley Harrison. 
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MOORE COUNTY MEDICAL SOCIETY 


The Moore County Medical Society held a business 
meeting on August 24. A letter from Dr. Ross S. 
McElwee relative to the resolution adopted by the 
State Medical Society in Charlotte urging that dis- 
carded surgical instruments be collected and contrib- 
uted to the war program was read. Dr. C. R. Monroe 
made a motion that the society cooperate with the 
State Committee which was collecting such equip- 
ment, and he was appointed to collect discarded 
instruments from the doctors in Moore County, to 
be forwarded to Dr. McElwee. 

Dr. F. L. Owen moved that the society give all 
assistance possible to the National Physicians’ Com- 
mittee in getting pre-election promises of North 
Carolina’s representatives in Congress to prevent 
the political control of medicine. The motion was 
carried. The society gave a vote of thanks to Dr. 
Monroe for his contribution to national defense (see 
“Hotels Into Hospitals”, North Carolina Medical 
Journal 3:397 (August) 1942). 





A. M. A. MEETING CANCELLED 


Notice has just been received that the 1943 session 
of the American Medical Association, scheduled to 
be held in San Francisco, has been cancelled. An 
official meeting of the House of Delegates will be 
held in Chicago at a time to be announced. 





AMERICAN ACADEMY OF PHYSICAL MEDICINE 


The American Academy of Physical Medicine will 
hold its Twentieth Annual Scientific Session at the 
Hotel Statler, Boston, October 14 to 17, 1942. The 
program will be composed of clinical and scientific 
presentations involving techniques of importance 
in Wartime Medicine. 

Topics of the discussions and demonstrations in- 
clude Physical Medicine in relation to Aviation Med- 
icine, Physical Education, Habilitation, Rehabilita- 
tion, First Aid, and War Injuries, as well as con- 
sideration of the use of physical agents in injury 
and disease falling within the scope of various med- 
ical specialties. There will be symposia on Polio- 
myelitis and Electrosurgery. Encephalography, 
Electroshock, Fever Therapy, and Other Special 
Procedures will be discussed by outstanding au- 
thorities. 

Speakers will include pioneers in the development 
of physical medicine in the earlier World War, 
physicians actively concerned with military medi- 
cine, and leaders in the special medical fields. A 
clinic will be conducted at the Massachusetts Gen- 
eral Hospital. The Academy will have the coopera- 
tion of the Massachusetts Institute of Technology 
and other Medical and Scientific Institutions. 

Captain William Seaman Bainbridge, M.C., U.S.N., 
is the President. The Chairman of the Committee 
on Program is Lt. Col. William D. McFee, M.C., 
U.S.A.R. Physicians are invited to attend without 
registration fee. A copy of the official program can 
be obtained from the Secretary-Treasurer, Herman 
A. Osgood, M.D., 144 Commonwealth Avenue,. Bos- 
ton, Mass. 





MEDICAL SOCIETY OF VIRGINIA 


The Medical Society of Virginia held its annual 
meeting in Roanoke October 5, 6, and 7, with head- 
quarters at the Hotel Roanoke. 
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PROGRAM SUGGESTIONS FOR 
1942 - 1943 


The following is a statement from the 
National Program Chairman, Mrs. William 
Hibbitts: ‘This year, the doctors’ wives are 
spending their time and thought in winning 
the war ... Health education is one of the 
main objectives of the Woman’s Auxiliary 
of the American Medical Association. 
Furtherance of this program shall be our 
wartime program.” With this ever in mind, 
your State Program Chairman is relaying, 
and stressing, for you, many suggestions 
from Mrs. Hibbitts—and adding comments 
and further suggestions, bearing particular- 
ly on county programs within North Caro- 
lina. 

County Program Chairmen: 

1. Please send yoti® name and address, 
and the name of your County Auxiliary to 
your State Program Chairman (whose name 
and address appears at the end of this 
article) at once, so that she may make a 
complete file for use throughout the year. 

2. Supply yourselves with the following 
basic program material: 

a. Handbook for State Auxiliaries—in- 

formation on organization and duties 
of officers—Central Office, Room 410, 
East Ohio Street, Chicago, Illinois. 

b. Bulletin — information and program 
material from National Officers and 
Chairmen—Central Office, Room 410, 
East Ohio Street, Chicago, Illinois. 

c. Hygeia—the Health Magazine — pro- 
gram material. 

d. “Be Informed’—material for quiz pro- 
grams—Mrs. William Hibbitts, 2524 
Wood Street, Texarkana, Texas. 

e. The Journal of the American Medical 
Association, Auxiliary Section. 

f. North Carolina Medical Journal, Auxil- 
ary Section—Both A.M.A. and N. C. 
Journals come to your husband’s office 
and contain information on National 
and State Auxiliaries, respectively. 

3. Build your program around these sub- 

jects: 

Organization. 

Local health problems, particularly those 
made acute by military and defense 
plants. : 

Health and defense work. 


AUXILIARY 








New changes in medical government. 

New medical legislation. 

How women can help control inflation. 

How medicine is practiced by our good 
neighbors in South America and Canada. 

Defects of war in the English People. 

How the American doctor is helping to 
win the war. 

New war medicine—New medical methods 
which have been developed during the 
war. 

Morale and mental hygiene. 


“What Is a Physical Health Examina- 
tion?” 

“Rules of the Game’’—can be obtained 
from American Medical Association, 
535 North Dearborn Street, Chicago, 


Illinois. 

How the American public, and especially 
the doctors’ wives may keep fit by hav- 
Ing a yearly check-up. 

Current medical events. 

Timely book reviews on medical subjects. 

“Doctors at War” broadcast by American 
Medical Association. 

The Survey of Women’s Health Interest, 
which has been compiled by the Bureau 
of Health Education of American Med- 
ical Association. 

“Pioneer Local Doctors’—special program 
for Doctors’ Day. 

4. Confer with your County Legislation 
Chairman and your County Public Relations 
Chairman when planning your program. 

5. Ask your Advisory Council to approve 
your plans. 

MRS. JOSEPH A. ELLIOT, 
State Program Chairman, 
2700 Sherwood Avenue, Charlotte, N.C. 





Peptic Uleer Film Available 

There is now available for free showings before 
groups of physicians the first complete film on peptic 
ulcer, in color and with sound track. 

The film is entitled “Peptic Ulcer” and was pro- 
duced under the direction of the Department of 
Gastroenterology of the Lahey Clinic of Boston. The 
American College of Surgeons has awarded its seal 
of approval to the film. 

Running time of the film is 45 minutes, 1600 feet 
of 16 mm. film, and covers a presentation of the 
following problems of peptic ulcer: Pathogenesis, 
diagnosis, treatment, pathology, complications, in- 
cluding obstruction, hemorrhage, and perforation, 
gastric ulcer, surgery and jejunal ulcer. 

Arrangements for a showing of the film may be 
made by writing to the Professional Service Depart- 
ment of John Wyeth and Brother, Inc., Philadelphia, 
who will provide projection equipment, screen, film, 
and operator for medical groups, without charge. 
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A Textbook of Surgery. Edited by Fred- 
erick Christopher, M.D., F.A.C.S., Associate 
Professor of Surgery, Northwestern Uni- 
versity Medical School. Third Edition. 1764 
with 1538 illustrations on 771 fig- 


pages, 
ures. Price, $10.00. Philadelphia and Lon- 
don: W. B. Saunders Company, 1942. 


Christopher’s third edition is truly a textbook of 
surgery. It is well illustrated and well written. 
Undergraduate and postgraduate students alike can 
profit by studying such a book. It would be difficult 
to enlist the aid of a more able group of contributors 
than those represented in this one volume. It is im- 
possible in writing a brief review even to mention 
the parts of the book that make the strongest ap- 
peal. It is sufficient to say that all parts are ade- 
quately and some brilliantly written. The chapter 
on war injuries is timely and valuable. The list of 
references is generous, up-to-date and well selected. 





Hughes’ Practice of Medicine. Ed. 16. Re- 
vised and edited by Burgess Gordon, M.D., 
Clinical Professor of Medicine, Jefferson 
Medical College, with ‘sections on nervous 
and mental diseases by Harold D. Palmer, 
M.D., Professor of Psychiatry, Woman’s 
Medical College, and on diseases of the skin 


by Vaughn C. Garner,’ M.D. 791 pages. 
Price, $5.75. Philadelphia: The Blakiston 
Co., 1942, 

The passage of this textbook through sixteen 


editions is eloquent evidence of its popularity. It 
presents in a more concise form than is usual in 
similar texts the clinical features and the treatment 
of disease. The definition, etiology, symptoms, diag- 
nosis and treatment of clinical disorders are sum- 
marized. As is inevitable in any text covering so 
vast and specialized a subject as medicine, numer- 
ous petty errors are encountered. For example, no 
mention is made of hyperostosis frontalis nor of 
hepatic disease as a cause of non-diabetic glycosuria. 
Scleroderma is described as a trophoneurosis in 
which “dysthyroidism” may play a part, and para- 
thyroidectomy, injection of posterior pituitary liquid, 
and iontophoresis with mecholyl are suggested 
among therapeutic measures of value in this dis- 
order. In spite of such errors the book should prove 
of value to the medical student and practitioner. 
The inclusion of sections on mental diseases, derma- 
tology, and physical diagnosis of the chest makes 
the book more completely rounded than is the usual 
textbook of medicine. 





Standard Nomenclature of Diseases and 
Standard Nomenclature of Operations. 


Edited by Edwin P. Jordan, M.D. 1022 
pages. Chicago: American Medical Asso- 
ciation, 1942. 


This compendium has been prepared by a com- 
mittee of the National Conference on Nomenclature 
of Disease in order to establish a logical clinical 
nomenclature. About 3500 additions, deletions and 
corrections have been made in the present edition. 
The importance of a complete classification of med- 
ical records needs no comment, for unless they are 
well indexed, such records are of little value in 


clinical research. The volume under review should 
be in the hands of every medical record librarian, 
and every case history should be classified accord- 
ing to its specifications before being filed. 
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Advances in Internal Medicine, Volume 1. 
Edited by J. M. Steele, M.D. 292 pages. 
Price, $4.50. New York: Interscience Pub- 
lishers, Inc., 1942. 


This book represents the first volume of a new 
series of reviews of progress in various fields of 
internal medicine. The editor has been assisted by 
seven associate editors, among whom is Dr. Tinsley 
R. Harrison, of the Bowman Gray School of Med- 
icine of Wake Forest College. The subjects covered 
in the present volume are: “The Use of the Miller- 
Abbot Tube”, by W. Osler Abbott; “The Use of 
Insulin and Protamine Insulin”, by P. H. Lavietes; 
“The Sympathetic Nervous Control of the Peripheral! 
Vascular System”, by R. W. Wilkins; “The Anti- 
bacterial Action of the Salfonamide Drugs”, by C. 
M. MacLeod; “The Choice of the Sulfonamides in the 
Treatment of Infection”, by C. S. Keefer; “Infec- 
tions of the Urinary Tract”, by L. A. Rantz; 
“Present Trends in the Study of Epidemic Influ- 
enza”, by T. Francis, Jr.; “Hypertension”, by I. H. 
Page and A. C. Corcoran; “Nephrosis”, by L. E. 
Farr; and “Riboflavin Deficiency”, by H. Jeghers. 
Author and subject indices are appended. 

As is evident from the cited list of essays, this 
book covers a number of the subjects in which pro- 
gress has been made in recent years. It offers the 
internist not actually engaged in research in these 
fields an opportunity to acquaint himself with recent 
advances. 

The editors and publishers are to be congratulated 
for the excellence of their new contribution to med- 
ical literature, and it is to be hoped that future 
volumes will maintain the high standard shown by 
this first volume. 





The Autonomic Nervous System. By James 
C. White, M.D., Assistant Professor and 
Tutor in Surgery, Harvard Medical School, 
Chief of Neurosurgical Service, Massachu- 
setts General Hospital; and Reginald H. 
Smithwick, M.D., Instructor in Surgery, 
Harvard Medical School. Ed. 2. 469 pages. 
Price, $6.75. New York: The Macmillan 
Company, 1941. 


In this new edition of The Autonomic Nervous 
System the authors have extensively rewritten their 
original work and have extended considerably the 
scope of material covered. 

The volume is divided into three parts: 

Part I is devoted to a general consideration of 
the anatomy, physiology, and pharmacology of 
the nervous system, and is concluded with a 
description of apparatus and an outline of meth- 
ods employed in a study of the system. 

Part II deals with various pathological condi- 
tions in which interruption of the autonomic 
supply to the region concerned is or is not a 
recommended procedure. This section contains 
a most comprehensive review of the literature 
relative to the autonomic involvement in such 
conditions as peripheral vascular disease, hy- 
pertension, and diseases of the brain, meninges, 
spinal cord, heart, and aorta. 
Part III contains descriptions of the surgical 
technique involved in sympathectomy. 

The book is well written and readable. While it 
is chiefly directed to the surgeon and specialist, it 
will benefit the general practitioner by acquainting 
him with the conditions in which the autonomic sys- 
tem is involved and in which surgery has been 
demonstrated to be beneficial. 
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Manual of Standard Practice of Plastic and 
Maxillofacial Surgery. Prepared and Edited 
by the Subcommittee on Plastic and Maxil- 
lofacial Surgery of the Committee on Surg- 
ery of the Division of Medical Sciences of 
the National Research Council, and Repre- 
sentatives of the Medical Department, U.S. 
Army. 432 pages. Price, $5.00. Philadelphia: 
_W. B. Saunders Company, 1942. 


This is the first volume of a series of five spon- 
sored by the Medical Department of the U.S. Army. 
It is a concise description of the accepted methods 
used in this type of surgery. This volume is divided 
into four sections. The first, on reconstructive surg- 
ery, is by far the most detailed and probably the 
most important. It includes a general consideration 
of injuries as well as detailed description of special- 
ized procedures. The authors waste little time in 
discussing different types of procedure, but give the 
technique of what they consider to be the best pro- 
cedure in each case. Section two is devoted to maxil- 
lary surgery, including that of gunshot wounds of 
the jaws and fractures of the jaws. Section three 
deals with maxillofacial prosthesis. The last section 
is devoted entirely to anesthesia. 


This volume contains a wealth of information and 
should be of the greatest value to the general sur- 
geon who is called upon to do specialized reconstruc- 
tive surgery. It is profusely illustrated with excel- 
lent pictures of deformities and drawings of various 
procedures. It is a book that one practicing this 
type of surgery cannot afford to be without. 





New Paths in Genetics. By J. B. S. Haldane, 
F.R.S. 206 pages. Price, $2.50. New York: 
Harper & Brothers, 1942. 


This book, the latest of Professor Haldane’s writ- 
ings, is based on a series of lectures given in the 
University of Groningen, Holland, in March, 1940. 
His ambitious plan is to correlate the science of 
genetics with the older and more established 
sciences, and to point out promising paths for future 
investigation. 

After a general introduction to the subject, in- 
cluding a statement of the aims and purposes of 
geneticists, the relations of genetics and biochemis- 
try are discussed, with emphasis on the apparent 
genetic control of the metabolism of phenylalanine 
and tyrosine. The chapter on “Genetics and Develop- 
ment” summarizes a large amount of experimental 
data on the genetic aspects of embryology. The 
‘ final third of the discussion is concerned with the 
genetics of certain human abnormalities, including 
hemolytic anemia, peroneal atrophy, retinitis pig- 
mentosa, mongolism, and others. The section on 
the more formal genetics of man gives an under- 
standable introduction to the statistical treatment 
of pedigree data. 


Although about half of the material in this book 
has no direct application to medicine, there are num- 
erous suggestions of possible analogy between cer- 
tain situations in man and in experimental animals. 
As the subject matter was originally delivered as 
a lecture series, it is not intended to be an exhaus- 
tive treatment of the topics discussed. Professor Hal- 
dane has understandably given considerable prom- 
inence to the work of the English investigators who 
have from time to time been associated with him. 
The entire discussion is presented in a readable 
style and should be of value to anyone interested 
in the biological sciences. An adequate subject and 
author index is appended. 


BOOK REVIEWS - 





577 


The Care of the Aged (Geriatrics). By 
Malford W. Thewlis, M.D., Attending Spe- 
cialist, General Medicine, U. S. Public 
Health Hospitals, New York City. Fourth 
edition, thoroughly revised with 50 illus- 
trations. 589 pages. Price, $7.00. St. Louis: 
The C. V. Mosby Co., 1942, 


Only a year has elapsed since the third edition 
of this book appeared. The present edition has been 
altered by the addition of supplementary material 
and references on several subjects of recent medical 
interest. The important contribution which can be 
made by old people in the all-out war effort aug- 
ments the importance of a knowledge of Geriatrics. 
This well-written review of the care of the aged and 
their diseases is, therefore, a timely book for the 
general practitioner. 





Digestive Disease in General Practice. By 
John H. Willard, M.D., F.A.C.P., Physician- 
in-Chief, Gastroenterologic Service, Abing- 
ton Memorial Hospital. With a foreword 
by George Morris Piersol. Price, $5.50. 449 
pages, with 101 illustrations, 14 in color. 
Philadelphia: F. A. Davis Co., 1942. 


The frequency with which patients present symp- 
toms referable to the gastrointestinal tract should 
make the present book a desirable addition to the 
general practitioner’s library. The book was de- 
signed for use in everyday practice and the author 
has succeeded admirably in fulfilling this purpose. 
All phases of gastro-enterology, including diagnosis, 
history taking, evaluation of symptoms, practical 
aids in examination, the use of special laboratory 
and diagnostic procedures, and details of therapy, 
are discussed. In spite of its relative brevity, as 
compared to larger textbooks, the significant facts 
are all correlated in a clear and concise fashion 
with detailed descriptions of procedures to be carried 
out by the practitioner. Useful laboratory proce- 
dures, dietary data on the vitamins, and special 
diets are included in the appendix. The book should 
prove of value in the everyday practice of every 
practitioner. 





The Interaction of Drugs and Cell Catalysts. 
By Frederick Bernheim, Ph.D., Associate 
Professor of Physiology and Pharmacology, 
Duke University School of Medicine. 85 
pages. Paper, $2.25. Minneapolis: Burgess 
Publishing Co., 1942. 


In this monograph the author reviews the litera- 
ture pertaining to a new approach to the problem 
of drug actions, and has filled a need long felt by 
those interested in this field. The action on tissue 
enzymes of many drugs such as eserine, prostig- 
mine, morphine, strychnine and cyanide are de- 
scribed, and their effects on bodily functions are at 
least partially explained on this basis. The effects 
of tissue enzymes upon such drugs as acetanilid, 
histamine, atropine and adrenalin in relation to their 
inactivation in the body are also discussed. The 
interest in this method of studying drug actions is 
increasing rapidly, and this summary of the litera- 
ture is timely in that problems yet unsolved are 
emphasized. Students and those interested in these 
problems will find it a valuable reference work. 





Facts for Childless Couples. By E. C. 
Hamblen, M.D., Associate Professor of Ob- 
stetrics and Gynecology, Duke University 
School of Medicine. 103 pages. Price, $2.00. 
Springfield, Ill.: Charles C. Thomas, 1942. 


This booklet is intended to give the intelligent pa- 
tient an idea of the present scientific status of the 
problem of sterility. It outlines briefly the complex 
factors which must be analyzed in order to evaluate 
the cause of infertility in any patient. Although 
the book is within the grasp of the better educated 
patient, it is doubtful if it is written in a sufficiently 
popular style to be intelligible to the average pa- 
tient. The general practitioner, however, may profit 
by perusing this interestingly written booklet so 
that he may better advise patients who consult him 
for this very common disorder. 





ARMY-NAvy “E” PENNANT PRESENTED 
TO SQUIBB 

Presentation of the coveted Army-Navy “E” Pen- 
nant to E. R. Squibb and Sons was witnessed by 
more than 2,000 employees in the grand ballroom 
of the Waldorf-Astoria Hotel, New York City, on 
Friday night, September 18. The pennant was 
presented by Rear Admiral Harold W. Smith, (MC) 
USN, Chief of the Navy’s Research Division of Bu- 
reau of Medicine and Surgery, to Carleton H. 
Palmer, Chairman of the Squibb board. 

With the pennant went insignia of excellence to 
each of the employees of the company which manu- 
factures critical drugs, biologicals, and other med- 
ical essentials for the armed forces. Brig. General 
Larry B. McAfee, Assistant to the Surgeon General 
of the United States Army, presented token “E” 
buttons to four employees—three women and one 
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man—selected from four Squibb departments in 
which service entails personal hardship and risk of 
health and even life in supplying of medical needs 
for the Army and Navy. 

One of the pin recipients was Miss Anna Master- 
son, employed in the manufacture of anti-typhus 
vaccine. 

“Not one Squibb worker engaged in this perilous 
occupation escapes the typhus infection,” declared 
General McAfee in giving Miss Masterson her but- 
ton. “To some degree or other—each becomes ill— 
distressingly ill—may even die. They face this dis- 
tress—this peril, to protect others.” 

Citing the fact that many of the workers in the 
Squibb “civilian army” are in peril “every minute 
of every hour of every working day,” General Mc- 
Afee told of the task of Miss Lotti Kuras, who has 
two brothers in the Army and one in the Navy. 
Miss Kuras “fills glass ampuls with a liquid that 
must be handled at a temperature of ninety degrees 
below zero—then sealed with a searing hot. flame” 
said General McAfee, declaring that “despite every 
precaution known, everyone engaged in this delicate 
hazardous work at some time or other is cruelly, 
painfully, sometimes dangerously burned by the 
excessive heat or cold.” 

The only male recipient was George Brown, em- 
ployed in the Sulfathiazole division. Also receiving 
a pin from General McAfee was Miss Mary Murtha, 
who works in the laboratories which prenare hype- 
dermic solutions. 

Speaking of the danger faced by Squibb em- 
ployees. despite their civilian status, General Mc- 
Afee said: “They face this distress—this peril—to 
protect others. A soldier can do no more! This 


Army-Navy “E” for excellence seems a mild reward 
—a modest citation for your perilous occupation.” 
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